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TRANSURETHRAL RESECTION OF THE PROSTATE 
A REVIEW OF FOURTEEN YEARS’ WORK * 


BY 


KENNETH M. WALKER, F.R.C.S. 
Surgeon to the Royal Northern Hospital and to St. Paul's Hospital 


Twelve years have elapsed since I first published in this 
Journal an article on perurethral operations on the pros- 
tate. At that time it was necessary to plead that con- But in addition to the unavoidable trauma of electro- 
sideration should be given to a method of treatment coagulation there is a trauma over which we have more 
against which there existed a considerable amount of control—the trauma of instrumentation. When I pause 
prejudice. Special pleading is no longer required, for and look back at my failures I see that there is one type 
the value of perurethral methods of dealing with prostatic of case in which perurethral resection is attended by 
obstruction is now fully recognized. It will be more special dangers. I refer to the patient with small external 
useful, therefore, to consider perurethral resection in a genitalia and with a urethra so narrow that it offers a 
spirit of criticism and to dwell on its shortcomings, considerable resistance to the passage of the resectotome. 
dangers, and limitations rather than its virtues. But if I Naturally these cases crop up most frequently among 
approach the matter from this standpoint it is not because those elderly patients in whom involution of the genital 
I] am anything but an optimist on the subject of per- tract has taken place, the type of senile patient for whom 
urethral methods, but because I feel that it is helpful at a perurethral operation is otherwise most suitable. At 
times to stand aside from our work and to look at it all costs we wish to avoid carrying out on them a 
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two complications of Membranous urethra if 4 cautious about the 
perurethral resection Whi amount of force I am 
most to be feared are prepared to exert in 
haemorrhage —_ and attempting to pass the 


sepsis. Of these, to my way of thinking the latter is by far resectotome. Where I have not shown this caution the 
the more serious. Looking back on fourteen years of results have sometimes been disastrous—in one case extra- 
perurethral operations on the prostate I can recall only  vasation of urine, and in two others severe urethral and 
some half-dozen cases in which haemorrhage became _ vesical sepsis. It must be remembered that the tissues of 
sufficiently alarming to necessitate opening of the bladder. these elderly patients are exceedingly vulnerable, and even 
Yet in the same period of time sepsis has often proved _ in health offer but a feeble resistance to microbial invasion. 
a serious complication, and sometimes one that in the After they have been bruised by the passage of an instru- 
end proved fatal. What is the explanation of my ment the resistance is reduced to a minimum. 


immunity from haemorrhage and my susceptibility to Finally we must consider the trauma due to errors in 
sepsis? Writing as I do in a vein of criticism and. our technique after the instrument has been passed. 
relentless examination of methods, I think that if I have’ fErrors of this kind are by no means uncommon, for in 
made an error it has lain in the direction of excessive no operation is the experience of the operator a factor 
tissue coagulation. J. R. Caulk, to whose pioneer work of greater importance than in perurethral resection of 
on perurethral methods urology owes so much, is con- the prostate. Initially welcomed as a minor procedure, 
vinced that high-frequency currents cause damage to the McCarthy operation in the hands of the inexpert soon 
lissues at a far greater distance from the cutting loop proved itself to be fraught with dangers, and even when 
than most resectionists believe. I am inclined to agree carried out by experts the earlier resections were not 
with him, and it is this leaving behind of coagulated always satisfactory. The better results achieved later have 
tissue as a nidus for infecting organisms that is the chief indeed been due less to an improvement in our instru- 
drawback of the McCarthy operation. Unfortunately it ments than to more control during the operation. With 
Is a drawback inherent in any method of resection in the cutting loop it is quite easy to do great damage, 








Which a cutting current is employed. and it is experience that teaches the operator where he 
* Opening Address at the annual general meeting of the Section of may cut in safety and where he must proceed with 
Urology, Royal Society of Medicine, April 22, 1937. caution. The figure above represents a vertical section 
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through the mid-line of the bladder and prostate, and 
shows approximately the thickness of tissues that separate 
the bladder and posterior urethra from such structures 
as the peritoneum and rectum. Starting at a point in 
the bladder above the inter-ureteric bar it will be seen that 
a single cut at this level would perforate the bladder wall 
and open up the peritoneum. Fortunately few operators 
would be capable of making such a mistake. The error 
of mistaking a hypertrophied inter-ureteric bar for the 
posterior lip of the vesical outlet is, however, less unlikely. 
Should this happen, but the misguided operator cut not 
more than half an inch above the inter-ureteric bar, he 
will miss the peritoneum and open up the space of 
Denonvillier. At this level the vesicles and ampullae 
of the vasa are interposed between the bladder and 
rectum, so that the latter is well protected from possible 
injury. But to open up the space of Denonvillier is 
sufficiently disastrous, for it will result in prolonged and 
severe infection. The same risk is attached to any cut 
made in the trigone from the inter-ureteric bar down 
to the region of the intravesical projection of the prostate. 
At this lower level the thickness of the prostate is inter- 
posed between the loop and the rectum, and even without 
any enlargement gives the operator the safety of an inch. 
As we pass down into the posterior urethra this margin 
of safety diminishes rapidly, so that at the upper limit 
of the verumontanum less than half an inch of tissue 
separates the urethra from the rectum. Lower still, in 
the membranous urethra, even this distance is diminished. 


Danger Points | 


From a consideration of these anatomical details it will 
be seen, therefore, that there are two chief danger points 
in carrying out a prostatic resection: (1) the region of 
the trigone; (2) the posterior urethra. An injudicious 
cut in the first region will open up the space of Denon- 
villier, and in the second perforate the rectum. Of itnese 
two disasters I fear the former more. Two of my 
patients have passed urine per rectum a few days after 
resection without being any the worse for their tempo- 
rary fistula. Some twenty have suffered from severe sepsis 
following a resection, and, although I have no definite 
proof of this, I believe that in some of these cases of 
protracted sepsis the space of Denonvillier has been in- 
fected. In order to prevent this, when removing tissue at 
the level of the sphincter the instrument should be kept 
horizontal and not dipped down into the bladder. 

It may be thought that I am over-emphasizing the 
factor of sepsis in the McCarthy operation. If this be 
so it is because it has proved to be the chief trouble 
that I have encountered in my own practice. Some of 
this sepsis, as we have seen, is avoidable, but some is 
inherent in the operation. So long as the actual removal 
of prostatic tissue is accomplished by a diathermy cutting 
current, so long must we leave behind tissue that will 
form a nidus for infection. That I am not alone in 
fearing this defect in what is otherwise an excellent opera- 
tion is shown by a reference to current urological litera- 
ture. Everywhere we see an increasing realization of the 
risks of extensive tissue damage and a forsaking of 
electrical methods of resection in favour of the cold punch 
of Young. For what is the Bumpus resectotome except 
a Young punch to which has been added a diathermy 
electrode, an irrigation system, and an internal source 
of illumination? Unfortunately I have not yet had an 
opportunity of visiting the Mayo Clinic and of seeing 
Mr. Thomson at work with his latest pattern of punch. 
I have, however, had the pleasure of watching Mr. 
R. H. O. B. Robinson using ‘he same technique at St. 


TRANSURETHRAL RESECTION OF THE PROSTATE 


Thomas's Hospital, and have been very favourably im- 
pressed by the ease and rapidity with which he removed 
a large amount of prostatic tissue. More particularly have 
I been struck by the moderate amount of haemorrhage 
that has been provoked by the cold punch, and by the 
ease with which it was subsequently controlled by the 
use of a coagulating electrode. Certainly in the hands 
of an expert, accustomed to the use of a direct-vision 
cystoscope, the Thomson punch is an excellent instru- 
ment. The ease of its introduction and the avoidance 
of coagulation, except for the control of isolated bleeding 
points, contribute to render it a less traumatic weapon 
than is the McCarthy resectotome. Its chief disadvan- 
tage, to my way of thinking, is that it makes use of an 
optical system to which few of us are accustomed. This 
is, however, a deficiency to be overcome in us rather 
than in our instrument, and while learning a new tech- 
nique we may take comfort in this thought. The punch 
is a much less dangerous weapon than the loop: with a 
punch it would be difficult to perforate the bladder ; with 
a loop it is quite easy to do so. 


That the realization of the disadvantages of using the 
cutting current in prostatic surgery is widespread is also 
shown by the fact that J. F. McCarthy, the inventor of 
the resectotome most widely employed in this country, 
has recently designed a new instrument on the lines of 
the Young punch. He has referred to it as supplementary 
to his other ins.rument, but that the chief exponent of a 
cutting current method of resection has moved in the 
direction of the cold knife is highly significant. 


Treatment 


So far | have spoken only of the factors that determine 
the onset of sepsis. It will now be necessary to discuss 
methods of treatment once it has occurred. In this con- 
nexion bladder drainage and lavage are of primary im- 
portance. This is easily carried out by the indwelling 
catheter. Where, however, a severe infection has existed 
prior to operation, where the urethra tolerates badly an 
indwelling catheter, or where the patient is likely to resent 
catheterization, | am more and more inclined to combine 
resection with a temporary suprapubic drainage. Not 
only does this allow of the adoption of far more efficient 
methods of treatment of sepsis, but it relieves us of all 
fear of clot retention following the operation. Moreover, 
these gains are purchased at a very small cost, for once 
the obstruction has been removed the suprapubic fistula 
will close up in the course of a few days. 

Another addition to the technique of the McCarthy 
operation which I invariably make is vasoligature. An 
acute epididymitis is a distressing complication, but one 
that is not usually considered serious. Yet I can recall 
one patient on whom I omitted to carry out vasoligature 
on the grounds that he was so poor an operative risk 
that the less that was done to him the better. In spite of 
severe attacks of angina pectoris he survived my resection. 
but died four weeks later from a suppurative epididymitis. 


Indications for Perurethral Resection 


A critical survey of perurethral resection of the pros- 
tate may well conclude with a discussion of its indica- 
tions. For what type of case and in what circumstances 
should resection be substituted for prostatectomy? These 
are questions to which many answers have been given. 
How widely these answers vary is shown by a comparison 
of statistics obtained from six different American uro- 
logical centres. I quote American statistics because the 
figures available for perurethral resection are much larger 
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than those obtainable in this country. Dr. L. M. Orr, in 
the Journal of Urology, states that in six different 
American clinics the number of resections performed to 
one prostatectomy was as follows: 80, 19, 9, 1.7, 1.5, 0.9 
respectively. To his question, On what type of case do 
you employ resection? circularized American surgeons 
returned answers that ranged from a frank denial that 
it was of any value to an assertion that it should be 
employed in every type of case. In England, perhaps 
owing to our happy genius for discovering middle courses, 
these extremes of opinion are seldom encountered. The 
majority of urologists have accepted perurethral resection 
as a valuable addition to our methods of treating the 
obstructing prostate, and use it in moderation. Each of 
us may differ in our interpretation of the word modera- 
tion, but our divergence is not great. Personally I mean 
by that word that [ employ resection in about 20 per cent. 
of all my prostatic cases, reserving it in particular for 
minor enlargements or for patients in whom, for one 
reason or another, it would be dangerous to perform a 
prostatectomy. Because resection can be carried out in 
cases in which enucleation would be dangerous it appears 
to me to be the most valuable of recent additions to 
our methods of treatment. When combined with a 
temporary suprapubic cystotomy, done under local anaes- 
thesia, it is by far the safest of all the surgical attacks 
on the obstructing prostate, and can be carried out on 
patients who formerly would have been condemned to 


. catheter life or to a permanent suprapubic drainage. It 


provides, therefore, a welcome way out of many a diffi- 
cult clinical problem. 

In conclusion I should like to make a digression. For 
a long time I have felt that our methods of dealing with 
prostatic obstruction were in some danger of becoming 
over-standardized. There is a tendency for us to become 
champions of one or another particular brand of opera- 
tion instead of exponents of them all. Personally I am 
trying to avoid being pro-McCarthy, pro-Thomson, pro- 
Harris, pro-Freyer, or pro-Thomson-Walker, and employ 
each method where I believe it to be indicated. Each 
of these techniques has its place in our surgery ; each its 
advantages and its shortcomings. In the preceding retro- 
spect I have pointed out what in my opinion are the 
chief disadvantages of the McCarthy operation and have 
discussed some of the steps that urologists are now taking 
to remove them. 





C. Weysser (Dtsch. med. Wschr., February 19, 1937, 
p. 307) remarks that some sixty different causes of abor- 
tion have been identified, but that it is very difficult to 
associate any one of them-with a given case. The treat- 
ment of threatened abortion has till recently lacked specific 
direction, but now, with the recognition of the part played 
by vitamins and hormones in this matter, it is possible to 
be more rational and less empirical. The author gives an 
account of his experience with ninety-six cases of 
threatened abortion treated with the vitamin D prepara- 
tion vigantol. His rationale was based on the investiga- 
tions of Poullson, who in 1924 drew attention to the 
favourable effect of cod-liver oil on intra-uterine develop- 
ment. The vigantol was administered three times a day, 
Only one drop at a time. This treatment was continued 
for several weeks, and when possible to term. Other and 
older remedies for threatened abortion, such as opium 
and rest in bed for at least a week after the cessation of 
haemorrhage, were not neglected. This treatment was 
Successful in about half the cases. The author chooses 
as controls the records of other gynaecologists whose 
Patients were not treated with vitamin D and whose results 
varied considerably but were always much inferior to 
those claimed for vitamin D medication. 








BLOOD TRANSFUSION IN OBSTETRICS 
BY 


MALCOLM D. BLACK, M.B., Ch.B., 
F.R.F.P.S., M.C.0.G. 


Lately Registrar to the Glasgow Royal Maternity and 
Women’s Hospital 

This article has been written to describe the formation 
of a blood transfusion service and to give an outline of 
the indications, method, and dangers of blood transfusion. 
Among the branches of medicine in which there is a 
place for blood transfusion obstetrics is pre-eminent ; yet 
this fact has been neglected for many years on the ground 
that the pregnant or parturient woman stands blood loss 
better than any other type of patient. 

As pointed out by Professor Dugald Baird in a lecture 
to the Glasgow Obstetrical Society and later published 
in the Lancet (1936), one of the outstanding needs of an 
efficient maternity hospital is a blood transfusion service. 
The great difficulty found by most institutions requiring 
large numbers of transfusions has been to secure a suit- 
able donor promptly. In previous years patients have 
died after a stay of eight hours in this hospital, during 
which time twelve donors had been tested and found 
unsuitable. It is ti.us desirable to have a list of grouped 
donors within easy call. 


Procedure in the Glasgow Royal Maternity and 
Women’s Hospital 


In June, 1936, a service was started in this hospital. 
Placards had been posted at the entrance to it and in 
public places in the neighbourhood stating that mule 
donors were urgently required, and that a fee of £1 Is. 
would be paid to anyone giving blood. The prospective 
donors were asked to leave their names at the inquiry 
office. At a later date they were requested by postcard 
to come to the hospital for examination of the heart and 
lungs, Wassermann reaction, and blood group. If the 
heart and lungs were normal and the Wassermann reac- 
tion was negative the donor was placed on the roll and 
informed to that effect by another postcard. By this 
means a roll of 180 donors has gradually been built up. 
All groups are put on the roll. 

Before a donor is sent for the recipient’s blood is first 
grouped to determine the appropriate donor. The policy 
of the hospital, notwithstanding, is still to use a relative 
where possible. By this means a saving of universal 
donors is effected. However, in cases of great urgency 
a Group IV donor is summoned at the time of the 
patient’s admission. When the occasion arises the motor 
hirers to the hospital are telephoned, given the names 
and addresses of three donors living in the same locality, 
and instructed to secure one donor as quickly as possible. 
In this way a donor can practically always be secured 
within thirty minutes. 

When a donor arrives a rapid direct compatibility test 
is performed before the transfusion is started. The blood 
having been withdrawn the donor is kept lying flat for 
about one hour, given a hot meal, and then sent home 
by taxi. He also receives a form stating that he has 
given blood, and on production of this form at the 
house-superintendent’s office he is paid the fee of £1 Is. 


- Should a donor be called and not used he is paid Ss. 


This service has been made available for the private 
practice of the members of the visiting staff of the hos- 
pital. Since the commencement of the service fifty donors 
have given blood and nineteen have been called and not 
used. By means of this service we hope to prevent as 
far as possible deaths from haemorrhage in the hospital. 
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Methods 


The test for compatibility is made either by naked- 
eye examination of a mixture of the donor’s corpuscles 
with the recipient’s serum, one drop of blood being added 
to two drops of serum, or by making a hanging-drop 
preparation of equal parts of a fine suspension of the 
donor’s corpuscles, one drop of blood in | c.cm. of a 
5 per cent. citrate solution, and the serum of the recipient. 
Agglutination will take place in five minutes if the bloods 
are incompatible. The test for agglutination makes un- 
necessary that for haemolysis, since agglutination always 
occurs before haemolysis. In transfusions performed out- 
side the hospital a compatibility test can be performed 
after waiting about ten minutes for a little serum to 
separate off from the recipient’s blood. 


It may be noted here that in certain cases corpuscles 
from a universal donor, from a donor belonging to the 
same group as the patient, or from the patient herself 
have appeared on a cold slide to be incompatible with 
the recipient’s serum. On warming the slide, however, 
the agglutination, which has never been absolutely definite, 
disappears. In all cases, wherever possible, two persons 
should make independent tests for compatibility. 

In this hospital the indirect method of transfusion is 
always used. The blood is drawn off from the donor 
in a separate room by means of a French’s venesection 
needle, to which is attached a few inches of rubber 
tubing. The blood is allowed to run into a flask con- 
taining 150 c.cm. of a 5 per cent. citrate solution. While 
the blood is being run into the solution a gentle rotatory 
movement is maintained to secure proper mixing in the 
flask. Thus 600 c.cm. of blood are drawn off, so that 
the flask contains 750 c.cm. fluid—namely, 600 c.cm. of 
blood and 150 c.cm. of 5 per cent. citrate solution, which 
gives a final 1 per cent. citrate mixture. 

Instead of the ordinary tourniquet being applied to the 
donor’s arm the arm-piece of a Baumanometer is used. 
By this method the constricting pressure can be main- 
tained at about 60 mm. Hg. a figure well below the 
systolic blood pressure. It is not uncommon to find even 
in healthy young adults a sudden fall in blood pressure, 
probably of psychic origin, soon after the onset of the 
proceedings ; cutting down on to a donor’s vein should 
never be permitted. It may be noted that the London 
blood transfusion service has wisely instructed their donors 
never to allow a surgeon to cut down on to the vein. 


After the blood has been secured a simple gravity saline 
infusion apparatus is used. Cutting down on to the 
recipient's vein ‘is always advisable, as it is surer and 
quicker in collapsed patients. The vein is first ligatured 
distally, and a single loose knot is tied round the proximal 
end. The opening in tl vein is best made transversely 
by a pair of sharp scissors, and the cannula is inserted, 
some saline being kept running through it during the 
process. When the cannula has been inserted the knot 
of the proximal ligature is drawn tight. If difficulty 
occurs in inserting the cannula the proximal flap of the 
incision in the vein may be lifted up with fine non- 
toothed dissecting forceps. This method is in our experi- 
ence the simplest and quickest. 


The Kimpton-Brown method with the flask and bellows 
has been discarded in this hospital on account of the 
difficulty in inserting the cannula into the vein and the 
liability of the cannula to slip out when the patient is 
restless. The usual amount given is 600 to 1,000 c.cm. 
An objection to the gravity method has been raised on 
account of the length of rubber tubing necessary, but 





in our experience no clotting or other difficulty has been 
found. Twenty minutes at least should be taken in 
introducing 600 c.cm. of blood, otherwise an acute dila- 
tation of the right side of the heart may be encountered. 
In cases of urgency, while the operator is securing blood 
the assistant can cut down upon the recipient’s vein 
and so expedite the transfusion. 

In very collapsed patients, such as cases of retained 
placenta with severe post-partum haemorrhage, it is occa- 
sionally almost impossible to keep the patient at rest 
while inserting a cannula or starting the blood trans- 
fusion. In these cases in our experience the best line of 
treatment is to give the patient a few drops of ether on 
an open mask. The patient becomes anaesthetized 
quickly and then lies at rest: coincidentally the general 
condition is much ‘mproved owing to the stimulant action 
of the ether. This procedure has been found to be 
much safer than an attempt to give a blood transfusion 
to a struggling patient who has to be forcibly controlled, 
especially since this state of restlessness is often a sign of 
impending death. 

Athrombit Method 


This non-citrate method has only been used on six 
occasions in this hospital. It is useful in cases of small 
blood transfusions, such as 300 ¢.cm. given to increase 
the patient’s resistance, but it has been found unsuitable 
for the large transfusions to replace blood loss which are 
so often required in obstetrics. 


Transfusion Outside the Hospital 


In cases of extreme urgency, it is often preferable to 
treat the patient by blood transfusion in her own home 
before transit to hospital. In these cases and in private 
practice generally the gravity method can be easily per- 
formed in the patient’s home. It is better to draw off 
the blood in the hospital and carry it out to the patient, 
but in the case of patients living at a great distance from 
the hospital, or in private practice, the whole procedure 
may take place in the home. 


Indications 


Tne following table shows the various conditions treated 
by blood transfusion in the years 1935 and 1936 in the 
Glasgow Royal Maternity and Women’s Hospital. 











Retained io Accidental Obstetric Total 

Placenta ee Haemor- | Abortion ;Shock and be Trans- 

P.P.H. rhage Others Ses | fusion 
1935 27 19 16 22 8 92 105 
1936 49 30 15 29 22 145 165 


























The main object in obstetrics in giving blood trans- 
fusion has been to replace blood loss from haemorrhage. 
At times it has been given with a view to increasing the 
patient’s resistance to infection. 


Very Collapsed Patients 


The question often arises whether it is too late to 
give a transfusion; while the patient is living it is not 
too late. To illustrate this point a case may be quoted 
of retained placenta and post-partum haemorrhage in 
which, just as the blood had been drawn off, the patient 
stopped breathing ; the pulse could not be felt, and she 
was apparently dead. Intracardiac adrenaline injection, 
the administration of oxygen, and artificial respiration 
were started at once, and the blood transfusion was con- 
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tinued. At the end of the first 900 c.cm. the patient 
was breathing; the pulse was just perceptible, but she 
was still unconscious. Since another donor was avail- 
able more blood was secured; by the time 1,800 c.cm. 
had been given the patient. was wide awake and con- 
versing freely. 

The question of giving intravenous saline solution to 
a patient requiring blood transfusion while waiting to 
secure blood requires discussion. If blood is not yet 
available and the patient is not at the point of death 
an intravenous saline injection should not be given ; other- 
wise the blood pressure will be raised, the haemorrhage 
will recur, and she will soon be in a worse state than 
before. On the other hand, if blood will be available 
within half an hour to one hour, or if the patient be at 
the point of death, it is better to start giving an intra- 
venous saline injection and to continue it until blood 
has been secured. 


Retained Placenta with Post-partum Haemorrhage 


It will be seen from the table that most cases requiring 
transfusion belong to this class. When the patient has 
received a transfusion the placenta must be removed by 
expression or manually ; otherwise further bleeding will 
occur coincident with the rise of blood pressure. It is 
sometimes held that if the patient had previously been 
in a very collapsed state she should be left for some 
hours after transfusion before any operative procedure 
is undertaken. The delay often results in more bleeding, 
however. Many patients will lose nearly as much blood 
as they have been given, and require a further transfusion 
before operation. 

If the patient at the end of the transfusion is still too 
weak to stand operative intervention more blood must 
be transfused till the patient is fit, at which time the 
operation should be undertaken. In some cases in the 
past when transfusion had been unsuccessful the amount 
of blood given was insufficient. Hence large quantities 
of blood are essential, at times up to 2,000 ¢.cm. 


Placenta Praevia 


Cases of placenta praevia very often require transfusion 
before operative procedures can be undertaken. Since 
these patients may lose a great deal of blood during the 
Operation, preparation should be made to give a further 
transfusion in the course of it or immediately afterwards. 
As in cases of retained placenta all operative procedures 
should be undertaken soon after the first transfusion. A 
very important factor in the fall in the maternal mor- 
tality from placenta praevia in the past few years has 
been the increased use of blood transfusion as an adjunct 
to operative treatment. 


Accidental Haemorrhage 


While very few people doubt the efficacy of blood 
transfusion in cases of placenta praevia, many hesitate 
to recommend it for cases of accidental haemorrhage. 
Examination of the mortality in cases of accidental 
haemorrhage reveals that blood loss is often an important 
factor. Transfusion is thus indicated in these cases. 
However, since there is often such a large element of 
shock, independently of the actual blood loss, and espe- 
Cially in the form of accidental haemorrhage associated 
With utero-placental apoplexy, the results cannot be ex- 
pected to be so good as in cases of placenta praevia 
and post-partum haemorrhage. Similarly, in cases of 
Obstetric shock with no apparent bleeding it is difficult 
t0 know if blood transfusion is advisable ; theoretically 





intravenous saline solution should be sufficient. In prac- 
tice relatively few cases of obstetric shock occur apart 
from associated blood loss ; hence transfusion is usually 
indicated. 


Incomplete Abortion 


Many cases of aborticn are admitted after great blood 
loss outside the hospital. The patients are still bleeding 
and show every likelihood of continuing to do so until 
the uterus has been emptied. In these cases a blood 
transfusion should be given and be followed immediately 
by emptying of the uterus. The latter procedure without 
preliminary transfusion is often fatal. In the past, since 
death so often occurred in the course of anaesthesia given 
to permit curetting, these fatalities were classified as due 
to anaesthesia, whereas the true cause was haemorrhage 
and shock. 


Dangers 


The main dangers are incompatibility, haemolysis, and 
acute dilatation of the heart. 

Incompatible blood transfusion results in respiratory 
distress, cyanosis, mental excitement, and coma; death 
occurs usually within two hours. Under hospital con- 
ditions it can be avoided by strict adherence to the rule 
of simultaneous compatibility tests by two different 
persons as indicated in this article under the heading 
“Methods.” If any suspicion of incompatibility arises 
during the transfusion the procedure must be stopped 
at once. 

Haemolysis will occur if the blocds are incompatible, 
or it may result from over-heating of the blood in the 
container. The duty of maintaining the blood in the 
container at body temperature is usually delegated to an 
assistant. If the assistant allows this blood to get more 
than a few degrees above the body temperature at any 
time after collection haemolysis may occur in the re- 
cipient’s body, with the formation of haemoglobin casts 
in the renal tubules, and death from anuria six to twelve 
days later. If haemolysis is suspected large doses of 
alkali should be administered to prevent the formation of 
haemoglobin casts (Baker and Dodds, 1925). 


Acute dilatation of the heart can be avoided by running 
the blood in at a proper rate. This complication should 
be specially watched for in cases with anaemia of some 
days’ standing, in which fatty degeneration of the myo- 
cardium may be present. If acute dilatation of the heart 
occurs venesection must be performed at once for its 
relief. 

The number of blood transfusions given in the Glasgow 
Royal Maternity and Women’s Hospital were eleven in 
1932, twelve in 1933, forty-three in 1934, 105 in 1935, and 
165 in 1936. The average number of deaths from haemor- 
rhage in the hospital for the five years 1930 to 1934 
inclusive was 21.4 per year. In spite of the increased 
number of transfusions in 1935 sixteen deaths occurred 
from haemorrhage. The reason for this is that although 
transfusion was at that time being largely used for 
haemorrhage cases the worst cases still proved fatal 
because there was no means of securing suitable donors 
quickly. Similarly in the first six months of 1936 eight 
patients died from haemorrhage. 

The new transfusion service was started in the middle 
of June, 1936. In the second six months of 1936 only 
two patients died from haemorrhage. The two deaths 
from haemorrhage since June, 1936, were both in cases 
of rupture of the uterus, one of which was not diagnosed. 
In the other a blood transfusion was given, but at the 
operation the bleeding points were not secured adequately, 
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and further unrecognized internal bleeding occurred. On 
analysis of the deaths from haemorrhage recently it would 
appear that of the previous twenty cases annually about 
fifteen could have been saved by transfusion, but about 
five each year would have died despite transfusion owing 
to shock or to continued bleeding. 


Further Requirements 


What is still required is a method of keeping blood in 
stock similar to the storage of saline solution in bottles 
for intravenous use. Patients have died within half an 
hour of admission. An intravenous saline injection can 
be started within ten minutes of admission, and blood 
transfusion could -be staried in the same time if blood 
were kept in stcrage. I have had no experience of the 
Russian method. 

Conclusion 


From the statistics of the hospital about one-fourth of 
the deaths are due to haemorrhage. Of these deaths from 
haemorrhage about three-fourths can be avoided by 
transfusion within one hour of adinission to hospital. 
This has required the organization of a blood transfusion 
service for this hospital. Blood transfusion services are 
organized in London and certain other cities, but they 
should be organized by every obstetrical hospital when 
a public service is not available. These facilities should 
be extended to patients too ill to be brought into hospital 
at once and also to private practice in the area. For 
the smooth werking of such a service the concentration 
of maternity work in a large centre with a highly skilled 
staff is preferable. 

My thanks are due to the entire medical staff of the his- 
pital for their co-operation. 
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S. C. Davidson and S. L. Warren (N.Y. St. J. Med., 
February 15, 1937, p. 387) review radiographs of twenty- 
four patients with infectious arthritis taken before and 
after treatment. The sole measures used were fever 
therapy alone or in combination with a hot bath routine. 
Before treatment each patient was physically examined, 
septic foci were removed, and an electrocardiogram and 
a radiograph of the chest were taken. No dietetic regu- 
lations were enforced with the exception of an addi- 
tional daily intake of one quart of milk. The patient was 
placed in a cabinet with the radiation from five 200-watt 
lamps directed at the trunk and limbs, the head remaining 
outside. The temperature was raised to 40.5°C. and 
maintained for four hours. A hot bath routine was 
carried out throughout the cold months of the year. Of 
twenty-four patients thus treated three showed no clinical 
or radiological improvement; six were clinically im- 
proved, but there was no radiological evidence of definite 
change in the bony structures round the joint to support 
this improvement; thirteen showed clinical and radio- 
logical improvement. The authors analysed their cases 
and found that cases of infectious arthritis are resistant 
to fever therapy (a) when the disease is in the acute 
stage of soft tissue proliferation, and (5) when the carti- 
lage is affected and ankylosis has developed. These are 
usually persons under 30 years of age. In the subacute or 
chronic stage of infectious arthritis with thinning of the 
cartilage and bone atrophy in persons between 30 and 
50 years of age marked improvement resulted. Two cases 
with degenerative hypertrophic arthritis obtained complete 
relief from symptoms after fever therapy, though without 
any radiological evidence of diminution of bony spur 
formation. 
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THE PREVENTION OF CONSTIPATION 


BY 
E. M. DIMOCK, M.D., B.Ch. 


The progress of medicine is towards prevention. Yet 
constipation, one of the commonest ailments of civiliza- 
tion, receives only remedies. The present attitude of the 
medical profession towards constipation is deplorable. 
Students at many hospitals are brought up in an atmo- 
sphere where the indiscriminate use of purgatives is con- 
doned. Too often the dose and type of purgative are 
left to the caprice of the nursing staff, and bear no 
relation to the experience of the patient. Recently, how- 
ever, Professor Witts (1937) has shown that the treatment 
of acute constipation by purgation is irrational, and his 
article should be read by every doctor and nurse. As a 
general practitioner I treat numerous patients suffering 
from habitual constipation: I claim that this is a pre- 
ventable malady and that the continued use of purgatives 
is irrational. 


Why the Abuse of Purgatives Continues 


The general practitioner is apt to be discouraged by 
many obstacles which prevent the effective treatment of 
habitual constipation. First, he is seldom _ instructed 
adequately on this subject while at hospital. Secondly, 
the diagnosis of habitual constipation can only be made 
by the patient, who is often misleading. Thirdly, no 
single factor can be blamed as the cause of constipation, 
and effective treatment must take into account all the 
circumstances in each case. At least four factors are 
commonly encountered: 


1. The ignoring of the bowel habit or its lack of de- 
velopment. 


2. Lack of physical activity. 
3. Abuse of purgatives.  « 


»- 


Unsuitable diets or artificially purified foods. 


It follows that the treatment of habitual ccnstipation 
is chiefly instructional. In actual practice this is so diff- 
cult that few doctors will make the attempt. Many 
patients have sedentary occupations, while others cannot 
afford a suitable diet. Moreover, there is nothing more 
difficult than to inculcate a habit into patients who have 
no use for any advice that requires personal trouble or 
thought. The rational treatment which at present is 
accepted by the medical profession does not utilize diet 
to the fullest advantage and, even when applied correctly, 
often faiis altogether or only partially succeeds. It 1s 
discouraging for the doctor to take the time and trouble 
necessary to instruct his patients when his advice is not 
likely to be followed or, when utilized, is apt to fail. For 
these reasons the everyday treatment of constipation Is 
largely disowned by the medical profession and is con- 
sidcred as the responsibility of the individual sufferer of 
parent ; and patient, parent, and physician are all more 
concerned with the relief of attacks of constipatien than 
with the prevention of their occurrence. 

Purgatives appear to offer a simple and effective solu- 
tion for doctor and patient. Under the term “ purga 
tive” I include apérients, salines, and all laxatives that 
are not purely mechanical. Not one of these “ medicines” 
is physiological in action. I firmly believe that the fre 
quent use of purgatives is responsible for numerous minot 
ailments, especially digestive disorders, headaches, and 
nervous irritability. 
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Diet in Constipation 


As constipation is practically unknown among savage 
tribes it would appear that a method is required which 
will overcome the disadvantages of our civilized diets and 
sedentary occupations. Such a method should aim at 
increasing the normal reflexes without hurrying food 
through the intestine before it is properly digested. With 
this object I have used diets with a high-fibre content, 
such as bran. This method of treatment is founded on 
the theory that the colon does not function normally 
unless it has a certain amount of cellulose residue in its 
lumen after the processes of digestion have been com- 
pleted. Though every normal diet contains some of this 
residue the major part of it is eliminated by the modern 
preparation of food. It is the virtue of this treatment that 
it remedies this artificial deficiency and thus, in my 
opinion, prevents the induction of constipation. The 
advantages I claim for the method are that it is simple, 
inexpensive, harmless, effective, and essentially physio- 
logical. As the use of food containing fibre has fallen 
into undeserved disrepute, and the value of diet for 
constipation has been grossly underestimated, I pro- 
pese to give a short elaboration of recent work on this 
subject. 


There is now ample experimental evidence showing that 
the laxative effect of vegetable foodstufis depends upon 
their “fibre content. The most important investiga- 
tions on this subject have been done by G. R. Cowsgill 
and Anderson (1932-3), G. A. Williams (1927), H. Mergan 
(1934), and W. H. Olmsted (1934, 1935). The type of 
fibre contained in vegetable food varies in the extent to 
which it resists the action of bacterial decomposition and 
the digestive juices. On this fact depends the value of the 
foodstutls as a laxative agent. Thus the fibre of green 
vegetables and ordinary foodstuffs is more readily broken 
down in the alimentary tract than is that of wheat bran. 
This explains why the addition of fruit and vegetables 
to the diet so often fails to prevent constipation. 


The Use of Bran 


Cowgill (1933) states that the fibre of “ processed ” bran 
resists decomposition to a very considerable degree, and 
that as the use of bran is not attended with undesirable 
symptoms, of any kind this product may be considered 
to have special value for constipated patients. Cowgill 
and Anderson (1932) showed that when a low-fibre diet 
is given to normal people they become constipated, and 
that a “ physiological fibre minimum” of 90 mg. per 
kilogramme of body weight daily is necessary to prevent 
constipation in healthy individuals. 

There have been repeated statements by clinicians that 
the foods which contain fibre, and bran in particular, 
irritate the alimentary tract. Althcugh no proof has been 
forthcoming to Support these opinions they have been 
widely accepted. In order to determine this point in- 
Vestigations have been carried out by Murphy and Jones 
(1926), Frey (1928), and Rose (1932) with various types 
of diet containing up to 50 per cent. of fibre. No evidence 
of irritation was found. In a summary of literature M. S. 
Rose (1932) stated that from the use of bran “ injury to the 
alimentary tract has not been observed.” From my ex- 
perience of the employment of bran during the last five 
years I have yet to encounter any signs or symptoms of 
Itritation. 1 have used it for approximately 250 patients, 
old and young, in bed or at work, for those liable to 
Peptic ulcer as well as for those with haemorrhoids, 
Mucous colitis, and spastic colon. The only troubles ex- 








perienced were with a few patients who disliked eating 
bran or had difficulty in chewing it, or who complained 
of the lack of variety of these products. 


Some writers state that bran “ distends ” the intestines, 
implying stretching of the gut wall to a harmful extent, 
but as bran forms a soft pulpy mass it would require 
accumulation behind an obstruction to produce abnormal 
distension. Objections have been raised because of the 
possibility of intestinal obstruction by bran. This is a 
bogy: when used correctly bran cannot cause obstruction, 
though in rare cases this has occurred when bran has 
been taken despite stubborn constipation. 


Fibre by virtue of its power to retain moisture is a 
mechanical laxative. Under conditions of intestinal stasis 
it is gradually dehydrated, and therefore is useless for the 
relief of established constipation. Bran and all dietetic 
measures relying on the action of fibre should only be used 
for prevention of constipation. I believe clinicians have 
discredited bran because they have found it to fail when 
the patient is constipated, in other words when this form 
of treatment is not indicated. The erroneous impressions 
gathered from the incorrect use of bran has been per- 
petuated by the labelling of this substance “ roughage.” 
This term implies a coarse mechanical irritant. The soft 
moist stools produced when bran is used correctly cannot 
irritate the mucous membrane. Bran is also labelled “ in- 
digestible,” whereas it is merely inert and certainly does 
not give rise to indigestion. Any person who can eat fruit 
and vegetables with impunity, can obtain proof of the 
harmlessness and effectiveness of bran by taking one of 
the processed products himself. These processed products 
are not made from the husk or chaff of wheat, but from 
the outer layers of the wheat or rice grain. They are made 
palatable with malt and sugar, and contain 5 to 15 per 
cent. of fibre. 


Technique of Use 


The instructions to the patients are given under two 
headings: (1) treatment of constipation if present; 
(2) prevention of future constipation. 


’ 


(1) Most constipated patients know which “ medicine’ 
suits them and how much to take. The practitioner should 
be prepared to ireat each patient as an individual in the 
matter of laxatives, and the patient’s confidence will be 
retained if he is allowed to use the medicine that has been 
successful on previous occasions. The patient should be 
instructed to. avoid purgation. When mild constipation is 
present I prefer ““magnesia™ cr emulsions of liquid 
paraffin, which at first may be given in half-ounce doses 
morning and night. Senna or a pill such as pil. aloin co. 
may be used in moderately severe cases. Glycerin sup- 
pesitories are also useful. For stubborn cases enemata 
consisting of plain water or saline are much more satis- 
factory than large doses of purgatives. 

(2) I have used bran as the mainstay of my treatment, 
combined with the use of a laxative as long as is necessary. 
Bran should not be added to the diet when constipation is 
actually present. The bran should be taken daily for a 
minimum period of four weeks, and as laxation increases 
the laxative given may be gradually reduced and finaily 
left off. Bran is usually taken with milk and sugar for 
breakfast or the evening meal. Some people like to mix 
it with other breakfast cereals or porridge. The amount 
taken varies from one iablespoonful to a large cupful. Half 
a teacupful is an average quantity. In stubborn cases it 
may be necessary to give bran twice a day before the 
patient's usual dose cf purgatives can be reduced. I have 
not found that the effect of the bran diminishes with use, 
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nor that more is required ; rather there is a tendency for 
patients to return to normal bowel habits and for less bran 
to be necessary. 
The Patients 

Eighty per cent. (121 cases) of my patients suffering from 
habitual constipation have utilized the bran method of 
treatment. Of the remaining 20 per cent. 8 per cent. were 
relieved by increased exercise and vegetarian diet and the 
omitting of purgatives, and the remaining 12 per cent. 
did not care for the method. 

The 121 cases which form the material of my follow-up 
consist of 110 cases of simple habitual constipation, nine 
ot spastic colon, and two of mucous colitis. 


Simple Habitual Constipation 


The following table gives the men and women under the 
classification that I have adopted: 





No. of | No. of Total Per- 


Type of Result Women] Men centage 


—> 








A. Patients who return to normal and 
do not require bran aA xe 28 14 42 38 
B. Patients who return to normal, but 
require a ‘* maintenance dose ”’ 
of bran... Me a rye 41 16 57 52 
C. Patients who, in addition to taking 
bran regularly, occasionally re- 
quite a laxative .. ape ts 5 _ 5 4.5 
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D. Patients who have not been im- 























proved—that is, failures oe. 6 — 6 5.5 
———— 
Total .. a os = 80 | 30 110 100 





Thus 90 per cent. of my patients (Types A and B) have 
become normal and a further 4.5 per cent. approximately 
normal (Type C) 

Type A.—Once a patient has succeeded with bran he or 
she rarely reverts to purgatives again except in an emer- 
gency. The patients who become quite normal usually find 
that a little bran helps them out of any future tendency to 
constipation. The time taken to attain normality varies 
considerably. Some are immediately successful, and others 
after a period of years find that bran can be left off. 

Type B.—Most of the patients in this group have had 
long-standing constipation, or have poor musculature 
and/or sedentary habits. They require a “ maintenance 
dose” of bran. This group also includes those patients 
who need bran only once or twice a week, and some who 
have started treatment recently and may be able to leave 
it off later. 

Type C.—AIl these patients were women, and had had 
severe constipation as long as they could remember. No 
previous method had given them a satisfactory result, but 
they now obtain regularity when taking bran together with 
a mild laxative such as magnesia. It is significant that 
although none of these particular patients like eating bran 
they all continue to take it. 

Type D.—There were six women patients who did not 
find bran useful after a prolonged trial. These patients 
were all in the same age group, the youngest being 37 and 
the eldest 50. It is well recognized that constipation is pre 
valent and difficult at the time of the menopause, also that 
laxation ts aflected by the monthly periods. In contrast 
to the other groups no increase in the amount of stool 
passed was noticed by these patients. This would tend 
to support a suggestion by Cowgill (1933) that in con- 
Stipaied patients fibre is more readily broken down in the 
alimentary tract than in normal people. 
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Of fifteen patients who at first disliked eating bran but 
who were willing to take it, only four have reverted t 
other methods. 

When I divided my patients into two groups—(i) those 
constipated more than ten years, (ii) those constipated less 
than ten years—I found all but one of the failures and 
partial failures had been constipated for more than ten 
years. Further, those patients who had been constipated 
for a long time recovered less easily. In contrast to this 
the apparent severity of the constipation did not influence 
the prognosis as much as the length of history. 


Use of Bran in Special Conditions 


1. Haemorrhoids.—Seven of my patients had symptoms 
of haemorrhoids when treatment began and eleven others 
gave a history of haemorrhoids. When haemorrhoids were 
present the degree of laxation aimed at was two formed 
soft stools each day until symptoms disappeared. Other. 
wise the treatment was similar to that used for uncom. 
plicated constipation. There have been good results in 
every case, the haemorrhoids disappearing without any 
special or local treatment. In no instance did the use of 
bran increase the symptoms, nor has there been any re. 
currence. The eighteen patients in this group have been 
particularly pleased with the bran treatment. 

2. Mucous Colitis—The two cases I treated were both 
attributable to purgatives ; they lost all symptoms, includ- 
ing mucus, within two months, and have not relapsed 
during the last two and three years respectively. 

3. Spastic Colon.—These cases offer an excellent oppor 
tunity for preventive medicine. My experience has led 
me firmly to believe that constipation provokes the 
“attacks” in susceptible persons. Almost all of these 
patients have habitual constipation ; I have found this can 
be prevented by the use of bran, and then attacks of 
spasticity are very unlikely. It is perfectly clear to those 
engaged in private practice that the attacks are short and 
the intervals long. Good results from the use of bran 
are not to be expected when spasticity is present, for the 
patient is constipated. In my opinion the reason why 
bran has been regarded as irritating in this condition is 
because there has been no distinction between th 
“attack ” and the “ interval.” 


Psychology 


Everyone who has treated individuals suffering from 
constipation realizes that a strong psychological element 
is involved. The patients are apt to think that they are 
ill, and the necessity for taking medicine confirms them 
in this view. Bran is regarded as a food, not as a medi 
cine, by the lay public, and the patient who secures satis 
factory laxation by the use of bran rapidly ceases to It 
gard himself as a person requiring treatment, and his 
hypochondria diminishes correspondingly. My experienc? 
is that patients who are successful with bran have a psycho 
logical advantage over those who are successful with 
laxatives. Bran taken as a cereal at mealtime becomé 
a habit and does not tax the memory. When stabilized 
the exact dose is unimportant. A missed day does nod 
give rise to anxiety or call for interference, as an actiol 
is certain on the following day. Moreover, there is a pro 
longed hang-over action, laxation continuing normally fo 
several days after the bran has been left off. The grea! 
majority of my patients have attained normality, and the 
subject of laxation has then become unimportant. 

The improvement in these patients is so striking in the 
majority of cases that few attend sufficiently often 
facilitate a “follow-up.” The value of the treatment 5 
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only ascertained at the time of the mext ailment. This 
amnesia does not occur when purgatives and mechanical 
Jaxatives are taken. It is necessary to remember to take 
“medicine” and to gauge the dosage with the results 
obtained. It is seldom that they produce the clocklike 
regularity experienced with bran. Many patients who 
take purgatives experience symptoms such as flatulence, 
headaches, colicky abdominal pain, and sometimes alter- 
nate between constipation and diarrhoea. In such cir- 
cumstances how can they be anything but “colon- 
minded *? 
Prophylaxis 


Bran may be used as a prophylactic agent to prevent the 
occurrence of constipation in patients who are: (a) con- 
stitutionally liable to constipation ; (b) placed in circum- 
stances Which may produce constipation. 

(a) Some patients who are liable to attacks of con- 
stipation ward them off with bran once a week. Its action 
gradually diminishes over a period of three to eight days 
in the patients who find it effective in this way. I 
believe that bran is a useful prophylactic against the 
attacks Of spastic colon. 

(b) Bran can be used during the post-operative, ante- 
natal, and post-natal periods. Other laxatives are often 
necessary as Well, but it is not difficult to minimize them, 
especially if the patient has used bran previously. As the 
occurrence of constipation often dates from childbirth or 
an abdominal operaticn, prevention of constipation is par- 
ticularly important at these times. The influence of 
different localities on the laxation of certain people has 
never been satisfactorily explained. The water supply has 
been indicted, but a recognized authority on water supplies 
(Thresh, 1932) states that hard water is not known to cause 
constipation. One of my patients who varies between 
normality in Hampshire and obstinate constipation in 
Hertfordshire has obtained no benefit from the use of a 
water softener. Many people become ccnstipated when 
travelling, and bran as a prophylactic is much superior to 
the purgatives usually employed. 


Summary 


The principle for the use of high-fibre diets for con- 
Stipation has not been appreciated. High-fibre diets 
should be used for prevention and not for treatment. 

Investigations have shown that: (1) the laxative value 
of foodstuffs depends upon the type of fibre contained 
therein ; (2) the fibre of wheat bran is much more effec- 
tive than that of fruit and vegetables ; (3) no evidence of 
irritation of the alimentary. tract by bran has been 
Observed. 

The nomenclature in common use has been criticized. 

One hundred and twenty-one patients with habitual con- 
stipation, 80 per cent. of the total, were treated with pro- 
cessed bran. The results in 110 cases of simple habitual 
Constipation showed that: the treatment was successful 
nN restoring normal bowel habits in 90 per cent. of the 
Cases ; that women were more common sufferers than men 
in3 to | ratio; that the menopausal age is the most diffi- 
cult; and that the prognosis and rapidity of response to 
treatment depend upon the length of the history of 
Constipation. : 

The psychological benefit conferred on these patients is 
contrasted with the outlook of the patient taking laxatives. 
The importance of prophylaxis is emphasized. 
The results in patients with haemorrhoids 
Particularly encouraging. 
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Two cases of mucous colitis due to purgatives were 
successfully treated by bran. 


In spastic colon the importance of the prevention of 
constipation during the intervals between the attacks is 
emphasized, for it is suggested that constipation induces 
spasticity in the susceptible person. 

The processed bran used in the investigations was Kellogg's 


All-Bran. 
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TREATMENT OF CARCINOMA BY IN- 
SERTED RADIUM PLAQUES 


BY 


H. S. SOUTTAR, Ch.M., F.R.C.S. 


Surgeon to the Lendon Hospital 


Probably the most important factors in the successful 
irradiation of carcinoma are that the irradiation should 
be uniform over the whole region under treatment and 
that its amount should be accurately known. In the 
possibility of satisfying these conditions lies the real ad- 
vantage of radiation from a distance, whether by large 
radium units or vy x rays. 

The insertion of seeds or needles into the tissues, how- 
ever skilfully carried out, can only give a very rough 
approximation to the result desired, and in any event there 
must be a number of points of excessive irradiation and 
local destruction of tissue. The method which I propose 
to describe avoids such local damage while retaining the 
convenience and economy of seeds and needles: more- 
over, in the regions where it is applicable it would appear 
to meet with a high degree of accuracy the conditions we 
have stated as fundamental. 


Method of Procedure 


The method consists in the introduction into the tissues 
of small plaques made of dental wax and carrying within 
the wax the seeds or needles used as sources of radiation. 
The latter are so arranged as to give the flattest possible 

a, 











1.—Showing form of plaque and incisions for intro- 


Fic. 
duction. 


field, and where it is possible to introduce two opposing 
plaques these can be so arranged that the whole of the 
intervening tissue receives an almost uniform radiation. 
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If introduced into suitable tissue planes the plaques 
are readily tolerated, and if they are removed at the end 
of four or five days the small wounds made for their 
introduction heal without difficulty. As no foreign body 
has been left in the tissues additional radiation from an 
external source may be at once applied should this be 
desired. 


Application to Post-cricoid Pharyngeal Carcinoma 


I shall describe the method in relation to pharyngeal 
post-cricoid 
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3. 3.—Interior of larynx and pharynx. 


metres in length is made on each side of the larynx, 
dividing the skin and platysma, when it will be found 
that a fascial space can be opened up between the larynx 
and the great vessels, so that both sides of the larynx 
and pharynx from the hyoid bone downwards are exposed 
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with facility. The* only important structure crossing the 
space is the internal laryngeal branch of the superior 
thyroid artery, and this is divided between ligatures. 

Two circular plaques have been prepared, three centi- 
meters in diameter and consisting of four layers of dental 
wax, between which the seeds or needles are suitably 
arranged, whilst a piece of tape is inserted to facilitate 
removal. The plaques are inserted facing one another 
on either side of the pharynx, which is thus subjected 
to a cross-fire resulting in a very uniform field of irradia- 
tion. The incisions are closed by a few stitches, leaving 
the tapes projecting. At the end of three days the in- 
cisions are reopened, the plaques removed, and the in- 
cisions again sutured. The inconvenience to the patient 
is remarkably small. 

As regards the quantity of radium required, if twenty- 
five radon seeds of 1 millicurie each are distributed 
radially around the margin of each plaque at the end of 
three days there will have been 21 millicuries destroyed, 
and if the plaques are four centimetres apart the whole 
of the intervening tissues will have been subjected to an 
irradiation of just over 6,000 r units. 


Other Applications 


The method as described is applicable to the lower 
pharynx, the larynx, and the sinus pyriformis. With suit- 
able modifications it may be applied to the tonsil, and 
to the vallecula and the root of the tongue, and a.so 
to the cervical oesophagus. No doubi it has many other 
applications, but here it appears to be peculiarly suitable 
and to meet effectively cases of a difficult class. The 
number of cases in which it has been used is too small 
to justify conclusions, but the results have been en- 
couraging and would seem to indicate both the safety 
and effectiveness of the procedure. 


A. Laskiewicz (Rev. Laryng., January, 1937, p. 40) dis- 
cusses a special group of foreign bodies in the trachea 
and bronchi, such as beans, peas, maize, and soft stones 
of fruit, all of which have the property of expanding 
when lying in contact with the tracheal and bronchial 
mucous membrane after aspiration. The foreign body 
may lie in the right bronchus at first. As it expands 
the coughing efforts sometimes dislodge it, and it may 
come to lie near the bifurcation, causing death by ob- 
structing the left bronchus as well. Soft foreign bodies 
also lead to rapid suppuration of the mucous membranes 
with the formation of pulmonary abscess, as do fish bones 
and small pieces of wood. Before the invention of the 
bronchoscope the mortality of expanding foreign bodies 
was 52 per cent. At present the mortality is still 27.5 
per cent. because bronchoscopic removal presents great 
technical difficulties. The foreign body often breaks into 
several parts when seized with the ordinary type of 
bronchoscopic forceps. Special forceps ends have been 
invented, also hooks which simply dislodge the foreign 
body without seizing it. After loosening them in_ this 
manner they are sometimes coughed up, especially if a 
tracheotomy opening has been made. In infants and 
children a choice must be made between upper and lower 
bronchoscopy. For many reasons the author prefers lower 
bronchoscopy, the endoscopic tube being introduced 
through a tracheotomy opening. In upper bronchoscopy, 
if the tube has to remain in the larynx of a child for 
more than fifteen minutes there is considerable dangef 
of oedema of the glottis. The article includes eight case 
histories of children with three deaths. 
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PRESENT-DAY METHODS OF STERILIZING 
DRESSINGS 


BY 


S. N. HAYES, F.R.C.S., F.C.0.G. 
MAJOR 1.M.S. 
Medical Superintendent, Lady Willingdon Hospital, Lahore, 
India 


The modern ritual of asepsis enables surgical procedures 
to be carried out with an almost monotonous freedom 
from complications caused by infection. Nevertheless 
from time to time disturbing features arise that have not 
up to now been satisfactorily explained. A surgeon finds 
wounds that should heal by first intention breaking down. 
Cases of tetanus following operation are occasionally 
reported. The obstetrician has sporadic cases of infec- 
tion, and hospitals and nursing homes are afflicted— 
fortunately rarely—by epidemic sepsis. For many years 
my own work has been partly concerned with highly 
infected labour cases. It was not difficult to imagine that 
unless the aseptic technique was efficient spread of infec- 
tion involving “clean” labour and gynaecological cases 
was not improbable. This led me five years ago to 
undertake the investigations outlined in this paper. 

The sterilization of boilable articles for fifteen minutes 
is generally accepted as efficient. The sterilization of 
dressings, although accepted, appeared to be something 
of a mystery. My own knowledge was scanty. I knew 
that dressings such as abdominal sheets, towels, swabs, 
wool, overalls, gauze, caps, masks, etc., were packed into 
drums or bags and placed in a sterilizer into which 
steam was admitted until a certain pressure was reached : 
twenty minutes later the dressings were considered as 
sterile. I find that the knowledge of many of my col- 
leagues is just as limited. It has always appeared to me 
somewhat strange that we should accept dressings as 
bacteriologically sterile merely because they have been 
treated in a high-pressure sterilizer. Under the present 
metheds in vogue there is no proof whatsoever that such 
dressings are sterile. 

Some Disturbing Facts 

Inspection of six large hospitals revealed many dis- 
turbing facts, illustrating the haphazard methods in use. 
It is assumed that the methods of six different hospitals, 
each under separate administration, may be taken as 
fairly representative. A few examples are as follows: 

1. All the surgeons were convinced that their dressings were 
Sterile. even though they had no knowledge of the details of 
the technique of sterilization. 

2. In only one case was there any real supervision by a 
Sister. The packing of the drums was performed chiefly 
by probationers, in one instance of one month's seniority. The 
actual sterilizing was done either by a staff nurse or by a 
subordinate who could not be classed as responsible. 

3. In one hospital the steam inside the sterilizer was raised 
to a pressure of 20 Ib. ner square inch, and then the main steam 
supply was cut off. After twenty minutes the dressings were 
said to be sterilized. 

4. In only one hospital were dressings intelligently packed. 
In all others they were simply crammed into drums or bags ; 
at one hospital it was astonishing to see the enormous 


quantity of cotton-wool which had been forced into a drum. 

5. In another hospital the dressings, after returning from the 
Steam laundry, were allowed to lie on an unclean floor. 

6. The knowledge displayed by all concerned was either 
nil, in which case they said, “ We have been taught this way,” 
or else they 
instructions.” 


were simply “following the manufacturers’ 
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Perfect sterilization shou'd be simple. It merely con- 
sists in subjecting every part of the dressing to a certain 
temperature for a definite period. This period must be 
decided by the bacteriologist, and given the correct period 
of time all bacteria and spores will be destroyed. 


Scope of Investigation 


It was decided to investigate the following problems: 


(a) What is the temperature and the duration of that tem- 
perature required to produce bacteriologically sterile dressings, 
the heat being applied by means of steam under pressure? 

(b) How can it be proved that the necessary temperature is 
reached and maintained? 

(c) Can steam under pressure penetrate dressings with ease? 

(d) Does the type of material, the method of packing, and 
the type of container affect the penetration of steam? 


All these questions are answered by the experiments 
undertaken, and an endeavour is made to lay down a 
definite technique under accurate control to replace what 
is considered to be a _ rule-of-thumb and_ inaccurate 
method. The great variety of results obtained by experi- 
ment indicates that the standard method of sterilization 
at present in general use—that is, by steam at a pressure 
of 15 or 20 lb. per square inch for twenty minutes—is far 
from accurate. (Recently some manufacturers have recom- 
mended thirty minutes.) This method is based on the 
assumption that steam penetrates dressings almost im- 
mediately. This is incorrect. Working with stezm under 
pressure at a temperature of 126° C. | have found deiay 
varying from one to seventy-two minutes in recording a 
temperature of 115° C.—that is, il C. less than that of the 
steam in the centre of a dressing drum. Steam under 
pressure should no longer be regarded as an agent that 
has remarkable powers of penetration. Unless certain 
conditions are observed it penetrates extremely poorly. 

it is rarely that dressings are suspected or blamed as 
the cause of infection. The explanation may be due to 
the undoubted fact that we all have such implicit faith 
in a steam sterilizer, or that it is impossible ever to 
carry out any bacteriological tests after the infection has 
occurred, as by that time the dressings will have dis- 
appeared. I suggest that it is as logical and necessary 
to inquire into the efficiency of the sterilization ef 
dressings as it is to swab nurses’ throats or to blame the 
theatre sister or the catgut. 


Time and Temperature 


Textbooks, although insisting that sterile dressings are 
a necessary adjunct to successful operations, are some- 
what indefinite as to the details of sterilization. Examples 
are “in a high-pressure steam sterilizer”: “one hour 
at 10 ib. (115° C.) will be sufficient” (Berkeley and 
Bonney, 1935): “use steam pressure” (Blair-Bell, 1934) : 
“in a steam sterilizer ~ (Crossen, 1930). The information 
required is clearly—what is the temperature and dura- 
tion required to kill all vegetative and sporing forms 
of bacteria? I suggest that this information should be 
made available and be inserted in all textbooks in which 
the sterilization of dressings is mentioned. 

It was decided to adopt the standard used by bacterio- 
logists when sterilizing media, etc.—that is: 

1. * Fifteen minutes’ exposure to steam at 15 lb. per square 
inch (121° C.) above atmospheric pressure will kill all forms 
of organisms, including the most resistant spores.” (Mackie 
and Macartney, 1934.) 

2. “For practical purposes, from common _ knowledge, 
115° C. for twenty minutes is invariably fatal to tetanus 
spores.” (Medical Research Council, 1924.) 
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I have adopted “an exposure to steam at a temperature 
of 115° C. for twenty minutes * as being sufficient to kill 
all bacteria and This is referred to hereafter 
as “the standard of sterilization” (S.S.). This standard 
may be regarded as unduly high. It should be noted, 
however, that modern sterilizers are made to work with 
steam at a pressure of 20 Ib. to the square inch (126° C.), 
and the manufacturers recommend exposures of from 
twenty to thirty minutes. 


spores. 


Steam under pressure has practically superseded dry 
Sterilization and steam at atmospheric pressure. The 
apparatus used is a high-pressure sterilizer; the drums 
containing the dressings are placed inside it, and the con- 
tained moisture and air are driven off by heat or by 
the creation of a vacuum. Steam is now admitted into 
the sterilizer until the pressure rises to a height determined 
by the type of sterilizer. The steam enters the drums 
and comes into contact with each particle of dressing. 
Sterilizers are manufactured to work at various steam 
pressures ; these are chiefly: 


1. 10 lb. sq. inch corresponding to a temperature of 115° C. 
2. 15 lb. sq. inch 53 ES 3 + ° 3 ae Oe 
3. 20 Ib. sq. inch “3 5 5 . 1267". 


Methods of Control 


A control which should indicate when a temperature 
of 115°C. has been reached and maintained in the 
centre of a drum for twenty minutes is necessary. The 
present methods of control in use are: 

1. A recording apparatus, fitted to the sterilizer, which 
records in graph form the pressure and duration of steam 
inside the sterilizer. It is of no practical value, as it gives 
no indication whatsoever of the temperature inside the drums. 

2. Flowers of sulphur. 

3. Fusible alloys. 

These are placed inside a drum: they melt at a certain 
temperature. As they indicate only that a temperature has 
been reached and maintained for the short time necessary to 
produce melting they are of no value as an indicator for a 
duration of twenty minutes. 

4. Small glass control tubes containing a chemical which 
changes colour when exposed to a certain temperature for a 
particular period. In one such control a colorimetric chart 
is supplied showing the various colours produced by heat, 
together with the relative temperature and duration. A tube is 
placed in the centre of the dressing drum, and after steriliza- 
tion the colour is compared with the chart. 


My preliminary experiments were made with glass 

control tubes. They appeared ideal, as according to the 
instructions “one of these tubes placed in a batch of 
dressings before steaming will indicate both the tempera- 
ture and its duration.” One hundred and fifty experi- 
ments were made on seven sterilizers, with such conflict- 
ing results that I had the tubes tested for accuracy. It 
was found that under laboratory conditions the makers’ 
statements could not be substantiated, and this method of 
control was abandoned as not being able to indicate 
correctly the accurate “Standard of Sterilization.” The 
experiments made are not published. 
- An accurate method of control with the following pro- 
perties was sought: it must (a) accurately indicate when 
a temperature of 115° C. has been reached (allowing an 
error of +1°C.); (b) be of simple construction ; (c) be 
easy to test for accuracy ; (d) be easy to replace ; (e) be 
capable of being used by a person of low intelligence ; 
(f) be of low cost. The instrument devised by Dr. Suri 
and myself and shown in Fig. | fulfils all these con- 
ditions. 
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It consists of a mercury thermometer into the lumen 
of which are fused two platinum points—the upper at 
115°C. The thermometer is placed in a_ bakelite and 
metal case. The platinum points are attached to two 
terminals on the case. A rise of the mercury in the 
lumen causes contact to be made between the two 
platinum points. The sterilizer lid or door is fitted with 
two insulated terminals, and an indicator system consist- 
ing of a dry battery or main electric supply with trans- 
former, lamp, or lamp and bell, with on and off switches. 

This control is placed in the centre of the dressing 
drum, and two special wires, capable of withstanding 
high temperatures, are connected to its terminals and 
the terminals inside the sterilizer door. The indi- 
cator system is linked up by ordinary wire flex to 
the terminals outside the sterilizer door. The sterilizing 
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Fic. 1.—Sterilizer Control. 


process is begun, and when the temperature at the site 
where the control is situated reaches 115° C. the lamp 
and/or bell lights, and/or rings. The control was tested 
before use and was found to be accurate. It provides 
a simple method of ascertaining what is happening inside 
a dressing drum, and by its use the process of steriliza- 
tion can be made to conform to the rules of the bacterio- 
logist. It provides absolute safety and checks the eifi- 
ciency of the sterilizer, including the pressure gauges. 


Experiments on Steam Penetration 


In each experiment the bulb of the electrical control 
was placed in the centre of the drum of dressings to be 
tested. The experiments have been carried out in groups 
—each group being a set problem ; in each group the effect 
of steam on loosely and tightly packed dressings 1s 
compared. 

The zero line (0) on the charts indicates when the steam 
pressure insi@e the sterilizer chamber reached 20 Ib. per 
square inch. The dots above this line show the time taken 
—by each drum—for a temperature of 115°C. to be 
reached in the centre of the dressings. If the standard 


of sterilization laid down is accepted, then sterilization 
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begins from this point, and twenty minutes must be added 
jn each experiment. 


1. Can Steam under Pressure Penetrate Dressings with Ease? 
—According to the standard of sterilization (S.S.) adopted, 
sterilization begins when the temperature reaches 115° C., and 
continues for twenty minutes. Reference to the group experi- 
ments will show that the times taken to reach 115° C. varies 
considerably. To each experiment twenty minutes must be 
added if the standard adopted is to be observed. Out of 
seventy-four described experiments in only nineteen did the 
steam penetrate rapidly—that is, to reach 115° C. the time 
taken was from nil to four minutes. In the remaining fifty- 
five experiments the time taken to reach 115° C. varied from 
five to seventy-two minutes. It is clear that steam is not a 
powerful penetrator. 

2. Does the Type of Material Affect the Penetration of 
Steam 2—Four types of dressings have been tested. Closely 
woven materials such as abdominal sheets and towels are 
more resistant than loosely woven materials such as wool and 
gauze. 

3. Does the Method of Packing Affect the Penetration of 
Steam ?—The group experiments definitely show that tight 
packing hinders the penetration of steam. 
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Group I.—An experiment to show the degree of penetration 
of steam, using round, perforated drums. L.W.H. sterilizer, 
high pressure, non-vacuum, working at 20 Ib. per square inch 
(126 C.): drums—round, perforated; sterilizer—loosely packed 
with twenty-five drums. O=the time when the steam pressure 
inside the sterilizer reached 20 Ib. per square inch (126° C.). 


4. Does the Type of Container Affect the Penetration of 
Steam ?—Black (1935) states: “It is just as easy for super- 
heated steam to penetrate a non-perforated drum (with the 
lid open) as a perforated drum.” and advocates the use of 
unperforated drums as being efficient and cheap. The large 
majority of sterilizers, however, use dry, saturated, or moist 
Stam, and even when superheated steam is available the 
degree of superheat is not high. The comparative experiments 
in Groups Il and HI indicate very clearly that the penetration 
of steam through dressings in unperforated drums is extremely 
Slow and inefticient. For example, to efficiently sterilize six 
abdominal sheets, according to the standard laid down, in an 
unperforated drum would take 72 + 80 minutes (Group II 
Exp.). To sterilize the same material in a similar drum 
Perforated would take 10 + 20 minutes (Group HII Exp.). 
This is a marked difference, and is worthy of ‘note as un- 
Perforated drums and tins are in common use. 

_A careful study of Groups I, I, and III experiments 
is recommended to those who use unperforated drums 
and dressings in hermetically sealed tins, obtained from 
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commercial houses for private operations. Non-per- 
forated drums used without an efficient control appear to 
be definitely dangerous. 
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Group II.—An experiment to show the degree of penetration 
of steam, using square, unperforated drums. Sterilizer as in 
Group 1; drums—square, unperforated, 10 inches by 8 inches 
by 9 inches: lid opened during sterilization. 0 = the time when 
the steam pressure inside the sterilizer reached 20 Ib. per 
square inch (126° C.). 
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Group III.—An experiment to show the degree of penetration 
of steam, using square drums with perforations at both ends. 
Sterilizer as in Group 1; drums—square, 10 inches by 8 inches 
by 9 inches; type as used in Group II, but with both ends 
perforated. 0 = the time when the steam pressure inside the 
Sterilizer reached 20 !b. per square inch (126° C.). 
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Vacuum and Non-vacuum Sterilizers 


The most expensive sterilizers are fitted with a 
vacuum-producing mechanism. The principle involved 
is that a vacuum is first produced inside the sterilizer, thus 
withdrawing all air and moisture from the dressings. 


showed again that the tight packing of a sterilizer is a 
dangerous practice, and it emphasizes, too, the value of a 
control. 

Technique of Dressing Sterilization 


As so many factors can influence the efficiency of 
sterilization, the processes of packing drums and of sterili- 
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Group IV.—Experiments to test the efficiency of vacuum and non-vacuum sterilizers. 


— 


the time when the steam pressure inside the sterilizer reached 20 Ib. per square inch (126° C.). 


Theoretically, therefore, more efficient penetration is pro- 
duced by a vacuum sterilizer. Experiments were con- 
ducted with a sterilizer of similar size to that used in 
Group I, except that a vacuum apparatus was fitted. The 
vacuum had no apparent effect in assisting penetration. 
Further experiments with vacuum sterilizers are shown in 
the Group IV chart, and these indicate that the large 
vacuum sterilizer has no _ superiority over the non- 
vacuum type. As the number of experiments made on 
vacuum and non-vacuum sterilizers is small, no dog- 
matic conclusion can be drawn, but it may be pointed 
out that whether a vacuum is or is not used, an efficient 
method of control is still necessary. A vacuum can give 
no extra measure of safety without efficient control. 

Group V experiments compare the efficiency of five 
different sterilizers. The time to reach the temperature 
when sterilization begins varies from one to nineteen 
minutes. This again proves the futility of sterilizing for 
a standard time without control. In tests to find whether 
a vacuum sterilizer was of greater value when its action 
was prolonged experiments indicated that in a _ large 
sterilizer prolongation of the vacuum action did produce 
increased efficiency, but prolongation of the time was of 
no value in small sterilizers. 

Further experiments tested the efficiency of khaki-drill 
bags as containers for dressings. They appeared to be 
moderately efficient providing that the sterilizer was 
packed loosely. If, however, the sterilizer was packed 
tightly they were definitely inefficient. This experiment 


1. Perforated drums should be used. 


2. Each-drum should be filled in a definite manner, which 
should never be varied. The contents of the drum should 
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Group V.—Experiments to compare the efficiency of five 
different sterilizers, using the same control drum, which con- 
tained thirteen towels and was unopened throughout, 0 = the 
time when the steam pressure inside the sterilizer reached 
20 Ib. per square inch (126° C.). 
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then be marked on a label attached to the drum. All articles 
should be loosely rolled and placed end on in the drum. 


N.B.—Cotton-wool, before packing, should be unrolled 
and exposed to heat. It will then swell to twice its 
original thickness. 


Great care should be taken to pack the drum lightly. 


3. The sterilizer should be fitted with a control of the type 
described. 


4. With the control in the centre of the drum, each drum 
should then be tested in order to ascertain the time taken 
for 115° C. to be reached. This time should be recorded on 
the drum label. 


5. When sterilizing the control should always be inserted 
into the drum of dressings which are the most resistant to 
steam—as indicated by the time taken to reach 115° C. 


6. Supervision by a responsible member of the nursing 
staff is necessary to (a) see that all drum perforations are 
open before sterilizing begins; (b) see that the perforations 


oo 


_ 3. A simple control has been devised which accurately 
indicates when the sterilizing temperature is reached inside 
a dressing drum. 


4. Experiments were first made on seven high-pressure 
sterilizers of different types, using a liquid control. These 
experiments are not published as it was considered that 
the control was not accurate. The results in general 
showed that sterilization was inefficient. 


5. Further experiments were made, using the electric 
control described on four different types of sterilizer. The 
conclusion is that present-day methods of sterilization are 
inefficient unless a definite technique is adopted. 


6. Steam under pressure is not considered as having 
remarkably efficient powers of penetration. 


_ 7. Carelessly packed drums, unperforated drums, and 
tightly packed sterilizers have been shown to obstruct the 
penetration of steam. 


8. A technique of sterilization has been suggested and 
the necessity for an adequate control indicated. 
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Group VI.—Experiments to show the degree of penetration of steam, using drums packed 


according to the technique described, and as used 


Group I. 


The drums are described as large (L), medium (M), and small (S). 


L.W.H. sterilizer, as in 


0 = the time 


in this hospital. 


when the steam pressure inside the sterilizer reached 20 lb. per square inch (126° C.). 


are closed immediately after sterilization; (c) see that a 
temperature of 115° C. is maintained for at least twenty 
minutes ; (d) see that the contents of the drums never vary 
from the optimum found by previous testing, and that the 
packing is according to instructions. 


Note—-To be strictly accurate, each drum should 
contain a temperature control ; this is not practicable, and 
it is thus impossible to obviate the human element which 
might easily result in drums being improperly packed. 
To overcome this it is suggested that over and above the 
precaution advised in paragraph 5 above, the time of 
Sterilization should be increased by 50 per cent. 


The Group VI experiments show the degree of pene- 
tration of steam through drums packed according to the 
standard technique described above. The uniformity of 
Penetration is in marked contrast to that shown in the 
previous experiments. 


NOTE ON STERILIZER CONTROL 


The control can be obtained from Messrs Negretti and 
Zambra, High Holborn, London. Insulated terminals for the 
sterilizer door or lid can be fitted by any engineer. The wires 
connecting the thermometer to the inside terminals should be 
heavily insulated and covered with silk. The outside con- 
Nexions and indicator board can be made by any electrician. 


Summary 


1. Experiments have been made to ascertain whether 
present-day methods of sterilizing dressings are efficient. 

2. A “standard of sterilization” necessary to produce 
bacteriologically sterile dressings has been adopted. 


9. It is suggested that imperfectly sterilized dressings 
are a likely cause of unexplained wound infections and 
epidemic and sporadic puerperal sepsis. 


My thanks are due to Drs. H. B. Dunnicliffe and H. W. 
Suri of the Central Board of Revenue Control Laboratory, 
Lahore, for their kindness in giving me technical advice, 
carrying out tests, and experimenting with various types of 
controls; also to Sister Young for supervising the packing 
of drums, and to the hospital mechanics for their laborious 
work under trying conditions. 
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On the occasion of the International Congress. of 
Ophthalmology to be held at Cairo from December 8 
to 15, 1937, several trips in the Orient have been organ- 
ized under the auspices of the International Council of 
Ophthalmology, leaving Marseilles on December 3. The 
programme giving full particulars of these trips will be 
sent free of charge on request addressed to the Bureau 
des Croisiéres et Voyages Medicaux, 29, Boulevard 
Adolphe Max, Bruxelles, Belgium. Doctors who are not 
ophthalmologists may up to the limit of accommodation 
available register their names for any of the trips, so long 
as their applications are approved by the International 
Council of Ophthalmology, though they will not be able 
to take part in the special work of the congress. 
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GASTRO-ENTERITIS ASSOCIATED WITH 
PROTEUS VULGARIS 


BY 


J. D. ALLAN GRAY, M.B., B.Sc., F.R.C.P.Ed., 
D.P.H. 

(From the Preventive Medicine Department, University of 
Bristol) 


An outbreak of acute gastro-enteritis affecting at least 
eighteen individuals occurred in Avonmouth during the 
night of September 11, 1936. All the affected indi- 
viduals had partaken of cockles sold by an itinerant vendor 
on the evening of that day, and only one person could 
be found who had eaten some of the cockles and who 
had not been ill. After an incubation period varying from 
three to six hours the illness commenced with headache, 
nausea, abdominal pain, vomiting, diarrhoea, and prostra- 
tion. There was no pyrexia. With the exception of two 
cases the individuals affected were not seriously ill and 
had practically recovered within twenty-four or forty- 
eight hours. There were no deaths. The two patients 
who were seriously ill recovered in seven to ten days. 

Considerable difficulty was experienced in tracing the 
vendor of the cockles, but largely owing to the inde- 
fatigable efforts of the chief sanitary inspector, aided by 
the police and interested patients, he was finally traced. 
The vendor was in the habit of receiving seven or eight 
bags of cockles a week from South Wales. On their 
arrival at his premises his rout:ae procedure was to steep 
-the cockles overnight in water in a pan to which salt had 
been added: This removed the larger portion of the sand 
present. The following morning the cockles were placed 
in a bucket with a perforated bottom and lowered into 
water boiling in an ordinary washing copper. This 
reduced the temperature of the water, but as soon as the 
water boiled again the bucket was removed, emptied, and 
refilled, and the process repeated. The heating loosened 
the cockles in their shells and allowed of their being 
riddled into either a small or large galvanized iron bath 
containing water and salt. The empty shells which 
remained in the sieve were discarded. 

Close questioning elicited the fact that the vendor, his 
wife, and family were in the habit of performing their 
personal ablutions in the larger of these two baths when 
it was not actually being used for the preparation of the 
cockles. In the process it will be seen, therefore, that the 
cockles were washed in three lots of water and that the 
only heat to which they were subjected was when they 
were brought to the boil—a procedure occupying at most 
about two or three minutes. Further, when the bath 
used for the personal washing of the vendor and his 
family was employed to hold the cockles the latter were 
not subsequently subjected to heat or otherwise cleaned 
before being sold. 

The premises in which the cockles were thus prepared 
consisted of a small cellar nearly completely underground, 
ill ventilated, and containing an accumulation of litter 
and rubbish. Both floor and ceiling were defective and 
the walls were dirty. The vendor, his wife, and family 
of six children all appeared healthy and had no symp- 
toms relating to enteritis. He had carried out the 
business of selling cockles in different parts of Bristol and 
the surrounding villages for twelve years, and up till now 
had not been questioned. Inquiries amceng practitioners 
of districts other than Avonmouth where the vendor had 
sold cockles failed to disclose the occurrence of any cases 
of enteritis which could in any way be attributed to him. 


Bacteriological Findings 

Owing to the rapidity with which most of the patients 
recovered only two samples of stools in the liquid state 
were obtainable. Vomits were not secured. Throughout 
the investigation all the faeces examined failed to show 
the presence of organisms of the enteric, dysentery, o 
food-poisoning groups. 

Case / (W. B.).—Faeces examined on September 14 
by which time the patient had completely recovered, were 
hard and contained numerous atypical B. coli. Proteus 
vulgaris was not found. 

Case 2 (C.W.).—The faeces on September 14 were still 
very diarrhoeic and contained Proteus vulgaris (motile 
spreading) and late-lactose-fermenting B. coli. A_ blood 
culture taken on September 18 was sterile. A serum test 
on September 18 in dilutions of 1 in 25, 1 in 50, 1 in 125, 
and | in 250 did not agglutinate the Standards Laboratory 
suspensions of Bact. typhosum H, Bact. typhosum 0, 
Bact. paratyphosum A, Bact. paratyphosum B, Bact. 
enteritidis Gaertner, Bact. aertrycke (sp.), composite non- 
specific Salmonella, Bact. newport (sp.), Bact. suipestifer 








(para C) (sp.), and Br. abortus. The titres for various 


strains of Proteus are given in Table I. 


TABLE I.—Serum of Case 2 














a an Dilution of Serum 

25 50 125 250 
(1) HXK (Nat. Coll.) me wees | = - 
(2) OXK na es we 5 i — = 
(3) HX2 ” “s a ++ + — = 
(4) OX2 .s oe ac P+ 3 aL EE: = 
(S) OX19 - “ ae +--+ ate aE = 
(6) Proteus mirabilis (N.C.) .. a - - = 
(7) OX19 (Standards) mee S fates os = - = 
(8) Case 2’s strain... a = t+ ieee = 
(9) Case 3’s strain... Ys r+ t+ Ge a 

















Complete agglutination. 
Incompleie agg!utination. 
= Trace of agglutination. 


The first six strains were obtained from the National 


Collection of Type Cultures and the seventh from the ff 


Standards Laboratory at Oxford. At 1 in 25 and higher 
dilutions the serum did not agglutinate the atypical 
B. coli from Case 1, and the late-lactose-fermenting 
B. coli from his own faeces. In a further examination of 
the faeces on September 23 Proteus vulgaris and late 
lactose-fermenting B. coli were not found, but streptococci 
and Bact. aerogenes were present. The serum findings 





on September 25 were identical with those of the sample 
obtained on September 18, except that the titre for the 
patient’s own strain of Proteus vulgaris had fallen slightly, 
so that complete agglutination was obtained at 1 in 50 
and incomplete at | in 125. Almost identical results 
were secured with the strain of Proteus isolated from the 
bath (see below). 

Case 3 (E.W., wife of Case 2)—Faeces examined of 
September 14 gave a growth of Proteus vulgaris (motil 
spreading). A suspension of the organism was agglt- 
tinated by the sera of both Cases 2 and 3 up to bul 
not beyond a dilution of 1 in 25. When fed to mice! 
had no ill effects. Her serum on September 18 gavé 
reactions similar to these of her husband's serum (s?% 
Table Il). A blocd culture made on September 18 wés 
sterile. From the faeces (September 23) typical B. coli 
only were obtained. In a serum test on September 25 
no alterations in the titres of the suspensions of Proteus 
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vulgaris were found and the serum still failed to agglu- 
tinate the Standards Laboratory suspensions of enteric 
and food-poisoning organisms. 

Unfortunately samples of cockles were not obtainable 
for examination, either at the houses of the affected 
patients or on the premises of the vendor. All the vessels 
used by the vendor in the preparation of the cockles were 
therefore rinsed with sterile saline, and the resulting 
rinsings, as well as a sack in which the cockles had been 
delivered, were examined, without success, for organisms 
of the food-poisoning, enteric, and dysentery groups. 
Proteus vulgaris (motile spreading) was found in con- 
siderable numbers in the bath which had been used for 
the ablutions of the vendor and his family before and 
after the final rinsings of the cockles. The organism was 


TABLE II.—Serum of Case 3 





Dilution of Serum 





Strain of Proteus 


25 | 0 125 250 





(1) HXK (Nat. Coll)... | +4 ar ; oe 


(2) OXK Pa “ae 14 ae 4 a 
(3) HX2 2 ea +4 ! — 
(4) OX2 m wt a L4 ; ¥? 


(5) OX19 ” ee ee +4 4 ee L 
(6) Proteus mirabilis (N.C.) .. ! = a 
(7) OX19 (Standards) Ss - me , ces 


(8) Case 2’s strain oe a + 4 + +4 + + a 











(9) Case 3’s strain ais aia + + t + + -= 








t Complete agglutination. 
+ Incomplete agglutination. 
4 Trace of agglutination. 
not found in the washings from any of the other vessels 
or in the sack. The strain of Proteus was agglutinated 
by the sera from Cases 2 and 3 (see above). 

“ All three strains of Proteus isolated—that is, from the 
faeces of the second and third cases and from the bath— 
liquefied gelatin, produced indole, and gave identical sugar 
reactions. Thus all failed to ferment lactose, dulcite, and 
mannite, and all produced acid and gas in glucose, saccha- 
rose, maltose, and salicin.” 

Samples of faeces, blood for blood culture, and sera for 
agglutination were obtained from both the vendor and 
his wife on September 22. Neither of the faeces yielded 
Proteus vulgaris or other pathcgenic organisms, although 
that of the woman contained some late-lactose-fermenting 
B. coli. The blood cultures were both sterile and the 
sera in dilutions of 1 in 25 and higher both failed to 
agglutinate any of the suspensions of Proteus vulgaris 
or any of the Standards Laboratory's suspensions of enteric 
or food-poisoning organisms. 


Discussion 

Previous outbreaks of food poisoning for which Proteus 
vulgaris has been held responsible have been recorded by 
Gliicksmann (1899), Silberschmidt (1899), Pfuhl (1900), 
Demnitz (1926), and Wilson (1929). Usually, however, 
the evidence has not been convincing, and it is to be 
noted that the majority of- these were reported prior to 
the obtaining of the more exact knowledge held to-day 
of the Salmonella group. In the case recorded by 
Demnitz, however, the agglutination of the Proteus sus- 
Pension by the patient’s serum at a dilution of | in 400 
considerably strengthened the evidence for attributing the 
Patient's diarrhoea to that organism. 

In the investigation of epidemics of acute gastro- 
enteritis not due to the ingestion of food in itself in- 
herently poisonous or contaminated with a chemical 
Poison, considerable caution must be exercised in attri- 
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buting responsibility for the outbreak to any organism 
other than staphylococci or members of the Salmonella 
group. This is especially true when a Proteus is sus- 
pected ; for, as Savage (1929) has written, “ The evidence 
that organisms like B. coli, B. proteus, or Morgan’s 
bacillus can cause food-poisoning is slender, and although 
many outbreaks have been attributed to them critical 
investigation does not substantiate the association.” 
Bengtson (1919) held a similar view. It is on account 
of the rarity of cases of food poisoning justifiably re- 
garded as due to Proteus vulgaris as well as on account 
of the hygienic lessons to be learned that this outbreak 
is here recorded. 

It is suggested that the evidence given is sufficient to 
incriminate Proteus vulgaris as the cause of the outbreak. 
Admittedly the organism may be present, though never 
in large numbers, in the stools of normal individuals and 
enteric patients (see Wilson, 1929), and the secretion of 
inflamed surfaces such as enteric and dysenteric ulcers 
appears to offer a suitable pabulum for its development. 
It is conceivable, therefore, that the Proteus found was 
an invader secondary to another organism, but the interval 
for such a sequence of events seems to be unduly short. 
Further, the serological reactions of Cases 2 and 3 suggest 
an aetiological significance not only on account of the 
titre (125 in each case), but also on account of the fall 
in titre in the second patient from 125 to 50 in one week. 

According to a pamphlet issued in June, 1936, by the 
Standards Laboratory the limit of normal agglutination 
for the strains of Proteus OX19, OXK, and OX2 is | in 
50 (Weil-Felix reaction). The titres of the second patient's 
serum for these suspensions were just within the limits, 
but the serum of Case 3 had definitely higher titres for 
the strains of Proteus OXK and OX19 derived from the 
National Collection of Type Cultures. Twelve sera sub- 
mitted to the laboratory for the Wassermann test gave 
titres less than | in 25 for all the suspensions used. 

The original source of the Proteus is a matter for 
speculation. There is no evidence to make one suspect 
that the cockles were contaminated on arrival at the 
vendor’s premises. Cockles, though often contaminated by 
sewage (Leighton, 1927), are able to grow well on clean, 
sandy areas. The outbreak was confined entirely to those 
who had partaken on the one evening only. The evidence 
suggests a contamination of the particular batch of cockles 
sold on September 11—some time during or subsequent 
to their preparation. The use of the final receptacle for 
personal ablution and the general uncleanliness of the 
premises favour this possibility. Further, the fact that 
at least one individual who had partaken of the cockles 
had not suffered therefrom suggests that the contamina- 
tion of the batch was not of even distribution, and so 
probably arose at a-late stage of the preparation. 

Thanks are due to Professor R. H. Parry for permission to 
publish the details, and to Drs. L. Roberts, C. D. Preston, 
J. T. C. Taylor, and J. L. W. Davies, and Chief Sanitary 
Inspector J. A. Robinson for supplying information and speci- 
mens; and to Dr. W. M. Scott for helpful criticism. Part 


of the expenses of the investigation was defrayed by a grant 
from the Colston Research Grants Committee. 
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Paget’s Bone Disease in Three Sisters 


The exact nature and aetiology of osteitis deformans 
(Paget’s bone disease) are still unknown. The disease is 
certainly not of syphilitic origin, as was maintained by 
Lannelongue (1903) and some other French writers, 
though in rare cases of inherited syphilis in children it 
may be superficially imitated in a very striking manner, 
as one of us (F. P. W., 1908), amongst others, has 
pointed out. 

That at least the liability to the disease may be inherited 
is illustrated by the family under our present considera- 
tion, in which three sisters commenced to suffer from 
typical osteitis deformans in the second half of their lives, 
whilst their nine brothers are said not to have been 
affected. S. Maynard Smith (1905) recorded the case of 
a man, aged 42 years, who had Paget's disease of three 
years’ duration and whose father, aged 74 years, had had 
Paget’s disease for thirty-five years. The disease there- 
fore commenced both in the father and the son at about 
39 years of age. A. Chauffard (1894) mentioned a 
woman, aged 80 years, and her daughter, aged 60 years, 
both of whom suffered from typical Paget’s disease and 
were likewise somewhat mentally unsound. Berger (1903) 
spoke of an old lady with typical Paget’s disease whose 
son, aged 35 years, had Paget’s disease of the tibiae of 
some years’ duration. Dr. E. A. Cockayne tells me that 
he was recently shown a woman with severe osteitis 
deformans whose father, according to the patient's de- 
scription, had obviously suffered from the same disease. 
Dr. Cockayne says he is sure there have been reports 
published of two sibs suffering from Paget’s disease, and 
he thinks that mere coincidence can hardly account for 
the family under consideration with three sisters suffering 
from so uncommon a disease. In fact, either Paget's 
disease itself or some special liability to it must be 
inherited. 


THE PRESENT FAMILY 


A married woman, aged 66 years, was admitted to 
hospital in March, 1937, saying that for the last four 
months or so she had noticed a gradually increasing en- 
largement of the upper part of her skull, more marked 
on the left side. The patient had enjoyed good health 
and did not actually feel ill. Radiographs of the skull 
showed the changes typical of Paget’s disease. On further 
examination of the patient nothing else abnormal was 
found, excepting a radiographic appearance of the ischial 
bones, suggesting slight osteitis deformans there also. 


Blood serum gave negative Wassermann and_ both 
Meinicke reactions. Blood-serum calcium: 10.4 mg. 
per cent. 


The patient’s eldest sister, born about 1860, is living 
and healthy according to the patient, excepting that for 
the last eleven years her shins have been thickened and 
bent. In August, 1927, this sister was an out-patient at 
the German Hospital under Dr. F. J. Jauch, and radio- 
graphs of her skull and right tibia were taken. The radio- 
logist, Dr. E. J. H. Roth, reported that the skull and the 
right tibia showed changes characteristic of Paget’s disease. 

The patient’s only other sister, who was born about 
1867 and died about 1929, had very decided enlargement 
of the upper part of her skull for the last few years of 
her life. 





These three sisters had nine brothers, none of whon 
are known to have been affected with Paget’s disease. 


H. Rast, M.D. 
F. PaRKES Weber, M.D. 


German Hospital, London. 
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Mental Disturbance following Atropine 
Administration 
The case of psychosis associated with atropine administra. 
tion reported by Drs. F. Hopkins and J. Robyns-Jones in 
the Journal of March 27 (p. 663) recalls a somewhat similar 
case which recently came under my notice. 


CASE REPORT 





A boy aged 10 years was sent by the school medical in 
spector to the County and City Infirmary, Waterford, to be 
treated for a convergent strabismus. I decided to prescribe 
glasses. Three drops of a 1 per cent. solution of atropine 
sulphate, were instilled in each eye as a cycloplegic to ascer 
tain the refraction. Half an hour later the nurse in attend 
ance inspected the boy’s eyes, when the pupils were found 
to be semi-dilated. Some additional atropine was_ instilled, 
making the total quantity received approximately five drops 
in each eye. At the same time the boy’s behaviour began to 
attract attention. It was noticed that his gait had become 
unsteady and that he had considerable difficuly in walking 
He was restless and seemed very frightened. He screamed, 
and said he saw a child beside him, and tried to catch hold 





of this imaginary child. In reply to questions concerning the 
boy’s history his mother, who accompanied him, definitely 
assured me that there had never previously been any mental 
disturbance. He was kept under observation, but as his con: 
dition did not improve it was decided to admit him as an inter 
patient. Directly after admission (1.30 p.m.) he was put to 
bed. He was confused and did not know where he was ot 
what had happened to him. He thought that there wer 
other children annoying him. At 3.30 p.m. a bed-bath was 
given. He then became violent and attempted to strike the 
nurses. Later he became calmer and seemed to lapse into a 
state of coma. He refused to take any food. At about 7 p.m. 
he became very restless and made several attempts to leave 
his bed. He now became so violent that it was necessary 
to summon one of the medical staff, Dr. M. Shipsey, who has 
very kindly given me a report on the boy’s condition. He 
states: “1 saw the patient at about 7 p.m. He was then in 
a wildly delirious state, screaming, and tearing his bedclothes. 
Three nurses were holding him down. He attacked me with 
his fists and legs, and attempted to bite me. With difficulty 
morphine, 1/6 grain, was given, and after an interval of 
twenty minutes he became calmer, and within an hour was 
asleep.” He was restless during the night. The next day the 
boy’s behaviour was: perfectly normal, but he did not re 
member what had happened on the previous night. The 
remainder of his stay in hospital was uneventful, and he was 
discharged on the third day afttr the date of admission. 


It would seem reasonable to assume that in this case 
there was an atropine idiosyncrasy, although a confirm 
atory injection of this drug was not given. Cases of this 
kind are comparatively rare, and I think this experienc 
is worthy of being recorded. I desire to express my i 
debtedness to Dr. M. Shipsey for his kind co-operation. 

P. J. DuGGaN, M.B., B.Ch., 


Ophthalmic Surgeon, 
County and City Infirmary. 


Waterford. 
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Reviews 





DEPOPULATION 


The Menace of British Depopulation. By G. F. McCleary, 
M.D. (Pp. 148. 4s. 6d. net.) London: G. Allen and 
Unwin. 1937. 
If the public is indifferent to the lessons of vital 
statistics it is not for want of teachers. Dr. G. F. 
McCLEARY’S book adds little, if anything, to readily avail- 
able demographic knowledge, but was worth writing 
because it is informed with a wisdom which ought to 
inform the writings of an experienced physician and is 
usually absent from popular treatises on the trend of 
population. Some authors, more familiar with West End 
clubs than East End slums, denounce the selfishness and 
lack of patriotism of their neighbours. Others ride 
economic hobby horses and denounce “ the Government.” 
All denounce somebody or something. Dr. McCleary 
denounces nobody and has no panacea. He summarizes 
the facts. The reasen for popular indifference could 
hardly be better expressed than in these sentences: 
“Nothing will happen to lead people to think that anything 
important is going on. The spectacle of a queue of workless 
men waiting to draw unemployment benefit; heated dis- 
cussions of the means test; the receipt of shoals of applica- 
tions for vacant situations—such things influence public 
opinion, and naturally support the belief that there are too 
many people in the country. In the early stagés of depopula- 
tion nothing will happen to upset that belief. There will, be 
no spectacles or discussions suggesting to the ordinary citizen 
that there are going to be too few people in the country. He 
may note the appearance in the Press and elsewhere of 
atiempts to convey a warning against depopulation, but if he 
does he will probably be inclined to regard them as the 
productions of people making a fuss about nothing.” 


Dr. McCleary reviews the economic incentives to pro- 
duce larger families which have been tried, but is sceptical 
of their success. It is indeed obvious that none of them 
even professes to do more than slightly reduce the 
economic handicap of a family. He estimates that the 
French system of family allowances in 1932 increased the 
income of an unskilled worker with four dependent 
children by from 15 to 20 per cent. If this means, as 
we presume it does, that a family of six will have one- 
fifth more money to spend than a family of two (or one), 
the economic incentive is derisory. Dr. McCleary does 
indeed hold that a more copious and equal distribution 
of wealth is essential, but that “the problem of depopula- 
tion is one, not of economics, but of spiritual values. 
We have to deal with a society that has lost, not indeed the 
Power but the will to survive.” In other words, we need 
anew gospel. It may be that the immense power of 
Mass suggestion, used to convince whole nations that it 
is their duty to hate and if possible destroy or subjugate 
other nations, may persuade the citizens not merely to 
die but to procreate for their national idol. But that is 
Not exactly a message of good tidings. No other psycho- 
logical incentive has been tried. Dr. McCleary does not 
Profess to have a solution. What he has done is to 
describe the position clearly and fairly. We must await 
the gospel ; without much hope that it will be delivered 
by the next, the next but one, or the nth Departmental 
Committee or Royal Commission which will be appointed 
during this generation. 

It is an ominous thought that in the age of Augustus, 
When the shadow of depopulation was beginning to fall 
across the path of empire, not only were there legislative 





encouragements of parenthood but a poet, whose influence 
over the feelings of his countrymen has never been 
equalled, devoted to the praise of that way of life which 
is most associated with the ideal of large families, to the 
lives of peasants, a eulogy of which almost every line 
is even now a “tag.” It had no effect, although one of 
the recommendations— 


At secura quies et nescia fallere vita, 
was almost true. It is no longer true of any way of life, 
and that is perhaps the insuperable obstacle to a change 
of ideal. Without a sense of security little can ve 
expected. 


PHYSICAL MEDICINE APPLIED TO 
OTOLARYNGOLOGY 

Physical Therapeutic Methods in Otolaryngology. By 

Abraham R. Hollender, M.D., F.A.C.S. (Pp. 442; 

189 figures. 21s. net.) London: H. Kimpton. 1937. 

A general account of the services which physical medicine 
can render to the practice of otolaryngology is provided 
in this work by eleven authors under the editorial super- 
vision of Dr. Abraham Hollender. The various points 
of view traverse such a wide field, and arrive at an inter- 
pretation of physical therapeutics from such widely different 
aspects, that it is not easy to give a short and compre- 
hensive description of the contents; but in so far as the 
articles are confined to the use of electricity and the 
various forms of radiation in treatment the book will 
be found to contain a large amount of well-arranged 
and well-documented information. It begins with a 
dissertation on elementary physics, a useful reminder of 
the methods by which electrical currents are produced 
and the laws which govern them. Next comes a full 
description of diathermy in all its forms and of electro- 
surgery. This is followed by a similar full description 
of radiation in general, and in separate detail of photo- 
thermy, ultra-violet irradiation, and of x rays and radium. 

It is a striking feature of the book that the authors are 
not carried away by an over-zealous enthusiasm for the 
methods described, and where these have proved of 
doubtful benefit or the older simple methods of treat- 
ment, either medical or surgical, are superior there is no 
hesitation in saying so. We thus have an assurance that 
no unworthy claims are being put forward, and that the 
Statements made are correct in substance as well as in the 
letter. This applies especially to Part II of the book, 
which deals with the actual application of physical agents 
in otolaryngology, and a good example is provided by the 
chapter on ionization in vasomotor rhinitis. It is empha- 
sized that benefit is obtained at the expense of permanent 
destruction of the ciliated epithelium of the nose, and this 
is clearly demonstrated in a series of photomicrographs. 
In this part the chapter on laryngeal tuberculosis, which 
in itself is remarkably good, seems scarcely apposite since 
treatment is by the electrocautery. The same applies to 
the later article by Dr. Chevalier Jackson on the endo- 
scopic approach to therapy, really a brief description of 
endoscopic methods. 

The treatment of acute rhinitis and of sinusitis, both 
acute and chronic, perhaps shows the book at its best, 
for the indications and contraindications and the danger 
of applying physical methods to undrained collections 
of pus are clearly stated. There is naturally some want 
of uniformity in a collection of articles by various 
writers, but the book will be found to contain a reason- 
able statement of a new branch of medicine—a branch 
subject to continual change and improvement, one whose 
possibilities the majority of specialists in otology and 
laryngology still neither fully appreciate nor understand. 
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RETINA 
Traitement. By 


(Pp. 164; 
Masson et 


DETACHMENT OF THE 
de la 


SOHN 


Dollfus. 
Paris: 


Le Décollement Retine et 
F. Terrien, Prosper Veil, and M. A. 
45 figures, 4 coloured plates. 40 fr.) 
Cie. 1936. 

Publications on the operative treatment of detached 
retina threaten to come in almost as constant a stream 
as those on colour visicn and cn squint—the two King 
Charles’s heads of ophthalmology. Following the classical 
volume by Gonin, French literaiure has now been enriched 
by this mcenograph on detachment of the retina and its 
treatment, by Terrien, Veil, and Dollfus. The authors 
justify their contribution as representing their personal 
experiences at the Hdtel-Dieu during the past five years. 
The book is a satisfactory and balanced exposition on the 
subject, and it is not the authors’ fauit that no final ccn- 
clusions emerge. It would be too much to expect this 
when they find themselves compelled to discuss no fewer 
than thirteen different operative precedures. The subject, 
though of great and practical importance, is yet in too 
fluid a state to allow dogmatism. Whether it is a sign 
of strength or weakness in this monograph that no definite 
teaching emerges from it must be a matter for justifiable 
difference of opinion, though a little more definite guidance 
as to the relative value of the difierent methods would 
not have been out of place. As a clear account of the 
present technique of operation the book can be recom- 
mended, for it is an authoritative guide. The absence of 
an index is a defect which it shares with most French 
medical publications, but the absence of any references 
is an incongruity in a work of this kind. 


BEDSIDE EXAMINATION 
Physical Diagnosis. By Ralph H. Major, M.D. (Pp. 
457: 427 figures. 21s. net.) Philadelphia and London: 
W. B. Saunders Co. 1937. 


The classical methods of physical diagnosis as an impor- 
tant factor in the clinical examination of the patient have 
during recent years been subject to the competition of 
instrumental and laboratory deveiopments, and at times 
enthusiasts for the new services have been inclined to 
disparage the older order. It is a useful enterprise to 
recall attention to the patient as the central factor in the 
clinical problem and to show that bedside examination 
continues to claim a large share of the physician's atten- 
tion and judgement. In his Physical Diagnosis Professor 
Ralph H. Major undertakes this enterprise, and his teach- 
ing is both pleasantly and effectively presented. While 
he quotes mainly his own experience he is anxious to 
pay due regard to previous workers in the same field, 
and he commends many of the original descriptions by 
authors now recognized as of classical authority. He 
endorses Osler’s advice, “ Read the original descriptions 
of the masters who, with crude methods of study, saw so 
clearly.” Influenced by this pious regard for his medical 
heroes, and strongly convinced both of the value of 
systematic physical examination and of a modern ten- 
dency to neglect these, Professor Major has produced a 
book which is both readable and serviceable, and which, 
while paying tribute to the ancient learning, does not 
fail to give a place to modern values. He sticks to his 
text throughout, and applies it to the various regions of 
the body with a confident judgement. As an illustration 


of his claim for system and order in physical examina- 
tion he is inclined to forbid the student even the possession 
of a stethoscope until inspection, palpation, and per- 
cussion have been cultivated for a period of six months. 

Altogether the book is justified as an assertion of the 
value of methods which need training and patience to 
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make them effective and which are perhaps apt in an 
age of hurry to suffer by comparison with more dramatic 
proposals. The ancient ways are fortunate in having an 
advocate so informed and so _ persuasive as Protessor 
Major. The illustrations in his pages number 427, and 
while some of them are rather trivial many have high 
teaching value. 


THE PSYCHOLOGIST AS DETECTIVE 
By Theodor Reik. Translated 
(Pp. 260. 12s. 6d. 


The Unknown Murderer. 

from the German by Katherine Jones. 

net.) London: Hogarth Press. 1936. 
Psycho-analytical literature has dealt with the prevention 
of crime and its therapy, with punishment, and with the 
reform of penal law. All these studies presume that the 
criminal is known: psychology cannot deal with an 
unknown criminal. In finding out who did the murde 
the detective uses, and must use, material clues such as 
finger-prints, burnt match-sticks, and weapons, and the 
deductions which he makes from them are a psychological 
process, of interest to the psycho-analyst. An equally 
important method of discovering the culprit, however, is 
to look for the motive, and here the psycho-analyst claims 
that he can give vital assistance to the policeman. The 
author ranges widely in his disquisition on the psychology 
of criminals, detectives, and judges, but a careful perusal 
of the book will not enable the ordinary reader to discover 
any single idea or line of inquiry which binds the whole 
together. It is essentially a miscellaneous collection of 
entertaining reflections, some of which are psycho- 
analytical and some not obviously even psychological. 
It may be that the trained psycho-analyst will detect the 
unknown motive of the author where the ordinary reader 
will fall back perplexed. At all events the translation is 
capably done, and the translator has fulfilled her most 
difficult task—that of preventing her prose from suggesting 
a German original. 


THE TIME OF OVULATION 


Time of Ovulation in Women. A Study on the Fertile 
Period in the Menstrual Cycle. By Carl G. Hartman. 
(Pp. 226: 72 figures. 13s. 6d.) London: Bailliére, 
Tindall and Cox. 1936. 
The American National Committee on Maternal Health 
has included this monograph in its series. It is difficult 
to believe that the author seriously intended this book 
for medical practitioners, for, if so, it would hardly be 
necessary to talk about “the egg tube™ and “travels 
of the fertilized egg.” or to describe in detail what the 
kymograph is. It should further be unnecessary to de- 
scribe the elementary anatomy of the male and female 
generative organs. It is apparent that the main purpose 
of the book is propaganda in favour of the “ safe period” 
popularized by Knaus and Ogino, although valuable and 
interesting information is presented and a_ useful biblio- 
graphy is appended. All the evidence which conflicts 
with the thesis is waved aside in the most airy manner. 
If the reader looks for “a dispassionate debate concerning 
matters which are with difficulty kept clear of the bias 
of emotion and the restriction of convention “—as he is 
promised by Dr. R. L. Dickinson in the introduction— 
he will be disappointed. Were it not for frequent refer- 
ence to his beloved monkeys it would not be credible that 
the author was eminent in the field of sex physiology. 
The monograph is well worth reading, not only because 
it contains information otherwise difficult to acquire, but 
because it shows how relatively easy it is to be “scientific” 
with monkeys and rats and how difficult it is rightly to 
appraise the vast amount of clinical data which have 
accumulated. 
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Notes on Books 


A second edition of Mr. CwHartes F. M. SaIntT’s 
Surgical Note-Taking: A Booklet for Surgical Dressers 
and Clerks Commencing Clinical Studies has been pub- 
lished by H. K. Lewis and Co. (price 3s.). A short 
intreduction, dealing mainly with dressing, note-taking, 
and case investigations to be carried out by the dresser, is 
followed by some twenty sections, each of which is 
referred to as a scheme and deals with the special features 
of some clinical condition or group of conditions—for 
example, ““ Abdominal emergencies” (scheme V), “ Dis- 
eases of the genito-urinary tract” (scheme XI), “ Jaun- 
dice” (scheme XX). Examples of cases are given with 
the various schemes. The system of making notes is one 
which was in use at the Royal Victoria Infirmary, New- 
castle-on-Tyne, but with minor variations it may be made 
to fall into line with those employed in most teaching 
hospitals. The author points out in a foreword that for 
the student beginning clinical work it is understood that 
the various sheets will be briefly explained to him by 
his surgical teacher, but even so the work in our opinion 
appears rather too tabulated to make interesting and easy 
reading. It should prove. a useful guide, of a skeletal 
cheracter, to both teacher and student, but in a future 
edition we suggest that the section on some general con- 
siderations could be profitably expanded. 





A complete summary of present knowledge of comple- 
ment would be of great value. Such a summary has been 
atiempted by Dr. T. N. B. OsBorn in a book 
entitled Complement or Alexin (H. Milford, 
7s. 6d.). He has covered a very wide range of 
investigation, but there are some obvious 
emissions. For example, no mention is made 
of the work of Dean and of Goldsworthy on 
the relation of complement-fixation to the 
aio of antibedy to antigen; nor is the 
curious but theoretically important fact men- 
tioned that complement is not fixed in the re- 


however, would appear to be too vague to be of much 
service to a surgeon who is unfamiliar with the emer- 
gencies described, and it is unlikely that the book will 
make any appeal in this country. 


We have received a copy of the Proceedings, compiled 
by Dr. Edgard de Cerqueira Falcao, of the congress heid 
on September 5 and 6, 1936, at Santos, Brazil, on the 
occasion of the centenary of the foundation of the Hos- 
pital da Santa Casa da Misericordia de Santos. The sub- 
jects discussed included tuberculosis, ophthalmology, oto- 
rhino-laryngology, dermatology and venereal diseases, hos- 
pital assistance, and obstetrics. 











Preparations and Appliances 








A VENEPUNCTURE INSTRUMENT 


Dr. Davip A. HERD (Liverpool) writes: 

Venepuncture in children frequently presents difficulties such 
as: (1) movement of the limb by the nervous child ; (2) the 
tendency to exert too much vacuum in the syringe, and thus 
pull on one’s hand, which dislodges the needle from the lumen 
of the vein. To obviate these defects I have designed the 


device shown in the accompanying figure, which is entirely 
self-contained, the suction mechanism being controlled by a 
ratchet and spring catch. 












action between horse anti-pneumococcal sera 
and the specific polysaccharides. The compila- 
tion is also somewhat uncritical. The expression 
“albumin fraction,” meaning the supernatant fluid after 
precipitation of euglobulin from serum, is used without 
comment: the author even speaks of “the separation of 
albumin from globulin by dilution with distilled water.” 
He also states that “it has never been observed that a 
mixture of toxin and antitoxin fixes complement in vitro.” 
The unsatisfactcry evidence that some form of digestion 
accompanies the action of complement might have been 
considered in more detail. 


Professor MARCEL METZGER has written a book entitled 
Le Chirurgien Devant JTEtat Puerperal. Grossesse, 
Accouchement, Suites de Couches (Masson et Cie, 52 fr.). 
It deals with the early and differential diagnosis of preg- 
nancy, with ectopic gestation, hydatidiform mole, abor- 
tions, tears associated with childbirth, and with injuries 
to the child. In many instances the views of the author 
difier widely from those current in this country. Chronic 
endometritis is held to be a common cause of mis- 
carriage. In the preparation of a patient for removing 
an ovum it is directed that the buttocks and thighs as 
far as the knees should be painted with iodine, but 
neither the vagina nor the cervix is to be treated with 
any antiseptic, yet the author recommends that the 
urethral orifice should be painted with iodine before a 
catheter is passed. It is laid down that tears of the 


Vagina occurring during childbirth do not require suture 
—and it is apparently necessary to advocate that perineal 
tears should be sutured. Professor Hartman in the pre- 
face states how useful the book should be in France, 
Where so often the obstetrician is considered to be in- 
Capable of any surgical intervention. 


The advice tendered, 





The device is only seven inches long, and is constructed to 


take a 10 c.cm. Record syringe. It is operated by releasing 
the catch (by the index finger of the same hand which holds 
the device), the other being free to hold the arm or “ milk ” 
the vein if required. The advantage over other suction de- 
vices is that a varying vacuum can be obtained to suit indi- 
vidual cases, thus the full tension of the spring can be em- 
ployed or only fractions of it. 

This device has been made for me by Messrs. Down Bros., 
Ltd., London. 


A MULTIPLE TUBE SEDIMENTOMETER 
Dr. J. W. SHACKLE and Dr. C. L’ESTRANGE ORME write: 


For the past year we have been using a simple form of 
apparatus for recording sedimentation rates graphically. The 
large number of cases on which this test had to be carried 
out, coupled with the irregular and late hours at which the 
specimens arrived at the laboratory, made it necessary to devise 
an apparatus capable of making a graphic record of a number 
of tests, and sufficiently trustworthy to be able to carry out 
such tests automatically after the laboratory was closed. 

The apparatus is designed to take up to eight full-sized 
Westergren tubes, but is easily adaptable to take up to twice 
that number if desired, or to take any other type of tube 
used for estimating the sedimentation rate. The Westergren 
technique was adopted as being that in the most common use 
for rheumatic cases, and the graphs are plotted up to the end 
of two hours, this period being in our experience essential. 
The results are usually reported in the form of the distance 
sedimented at the end of one and two hours. The apparatus 
has been devised to allow tubes to be added to the rack for 
two hours after the mechanism has been started ; such addi- 
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tions are easily made, as the apparatus can be used in the 
open laboratory if not in the direct light from a window. 

A standard Westergren tube rack is set up and arranged 
to run laterally on rollers. These are grooved and run on 
small rails. The tubes in it are illuminated obliquely from 
behind by means of a 30-watt “ strip light” (E), such as those 
used for window or show-case illumination, which is the same 
length as the tube rack. At the top of the rack a mirror 
is fitted (F), which is also the same width as the rack. The 
angle of this is adjusted to illuminate the upper ends of the 
columns of blood. A_ black background is contrived by 
means of the black-velvet-covered screens (H and 1). These 
are inclined at the angle shown, partly in order that no light 
shall be reflected from their surfaces and partly in order 
that the screen H, in conjunction with the glass screen (G) 
attached to the tube rack and travelling with it, shall deflect 
warm air away from the Westergren tubes to avoid any 
possibility of error from heating of the tubes. The mirror 
and lamp are screened from the camera by the blackened 
wood screens (Q and R) attached to the uprights of the tube 
rack. The rack is propelled along the rails by the clock (J). 
This in our apparatus is a spring clock, the drive being taken 
from the intermediate pinion between that of the hour and 
minute hands. In parts of London where alternating current 
is available an electric clock would be more convenient. At 
the end of the set time the current is switched off by a 
mercury tube switch. The camera shutter is also closed and 
the clock stopped automatically. 

The recording is done by means of a camera (A). This is 
a half-plate camera with a lens (C) of 63-inch focus, on a 
sliding base, as we use larger magnifications on individual 
tubes for research purposes. For the standard technique a 
fixed focus box camera will do. The half-plate dark-slide 
contains a cut-film holder, in which a sheet of bromide paper 
(contrast) is placed. Some care is needed in adjusting the 
light and finding the correct iris opening; the lamp must be 
rotated in the trough-shaped reflector and the mirror (F) 
adjusted till the maximum light is cast on the blood columns. 
This is of great importance, as the essential feature of the 
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to continue adding tubes to the rack for two hours after 
starting the clock and yet obtain at least a two-hour reading 
on all of them. 

As the tube moves a known distance of 6 mm. and the 
millimetre calibrations of the tubes appear on the chart. it 
is easily possible with a divider to measure the equivalent of 
an hour on the chart without estimating the magnification 











to do so. Such measurements are only required for the larger 
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Fic. 2.—Readings are made by a ruled celluloid scale, as described 
in the text, superimposed on each recording in turn, and the scale 
is represented diagrammatically by the line marked * hours.” 


magnifications used for research purposes ; for standard tech- 
nique it is simpler to prepare a celluloid protractor with hour 
and millimetre rulings to scale on it. Readings at any time 
interval required can then be obtained at a glance. 

It is possible that clinicians in the future will desire to see 
the actual curve and not a few time readings taken from it. 
There is no doubt that the form of curve is of considerable 
importance. 

Fig. 
test. 


represents a record of tubes from such a standard 
(Tubes numbered 1-7.) No. 3 is from a long-standing 
case of rheumatoid arthritis, with many joints in- 
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volved. The rate has been over 60 mm. in the first 
hour for two years. The double curvature is quite 
typical. No. 4 gives a rate of 47 mm. for the first 


hour, 88 mm. for the second hour—a more moder- 
ate reading trom a case of infective arthritis with 
improvement under treatment. Nos. 1, 5. and 7 
are from early cases of infective arthritis. No. 61s 
from a case of rheumatoid arthritis with an eight 
years history, but the disease is limited to hands. 





No. 2 is a normal reading. 











+ 24" (avout) 


It was noted that in many of the readings 4 
second curve could be seen at the ton of the tube. 
This shows the sedimentation of the opalescent 
bodies in the serum. This curve bears no relation 
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to the blood sedimentation curve, although show: 
ing minor variations from case to case, thus sug: 
gesting that the sedimentation of the blood cells 
is rather more than a merely physical settling out 
by gravity. This secondary sedimentation had 
not been noted until photographic readings by 
oblique light were studied, and it may be that 
the method as well as being a great convenience 

















in a busy laboratory may also yield further light 
on the nature of the variations which occur in 
suspension stability. (We have approached Messrs. 
Hawksley of New Cavendish Street with a view 








Fic. 1.—Diagrammatic representation of the multiple tube 


sedimentometer. 


method is that the plasma left when the red cells sediment 
is opalescent to oblique light and thus shows up as a luminous 
object which records on the photographic paper as a black 
image, while the red cell columns are non-actinic. In our 
rack the tubes are placed 25 mm. apart, and the rack moves 
6 mm. an hour. In this fashion it is possible to get readings 
for four hours without the images overlapping, or it is possible 


to manufact ure.) 


COLLOSOL PHOSPHO-MANDELATE 


The Crookes Laboratories have produced a new pack for 
their collosol brand phospho-mandelate. This preparation is 
now put up in boxes containing two bottles. one with 
ammonium phosphate and the other with mandelic acid; 
each pack contains a supply sufficient for six days’ treatment. 
Further details may be obtained from the Crookes Labora 
tories, Park Royal, London, N.W.10. 
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DIFFICULT MIDWIFERY 


A book of 440 pages was published in 1894 by 
G. E. Herman, obstetric physician to the London 
Hospital, entitled Difficult Labour. In this small 
compass the author assembled the reflections and 
conclusions drawn by an acute mind from an un- 
usually spacious experience as a teacher and a 
practitioner of midwifery. Proffered with the ob- 
ject of assisting practitioners and senior students 
it completely achieved its purpose and earned a 
well-merited popularity. Many now senior men 
would acknowledge the debt they owe to Herman’s 
teaching. The illustrations, in the manner of the 
period, were inartistic and poorly executed ; conse- 
quently they did not distract attention from the 
text. which was so closely packed with fact and 
inference as to demand a definite effort of con- 
centration on the part of the reader. The approach 
of the obstetric author of to-day to this subject is 
very different from that of Herman. The modern 
equivalents are four or five times the size of his 
book : their illustrations are drawn by artists who 
svecialize in this class of work, and they un- 
doubtedly form an important factor in market 
valuation. We have admirable English representa- 
tives of this class, but the Americans are our keen 
competitors, and the latest arrival from the * other 
side.” by Dr. Paul Titus of Pittsburg, may be said to 
go one better than its predecessors.’ It is a large 
and handsomely illustrated book of reference which 
any obstetrician might be glad to carry on his 
shelves. 

Allowance must be made for the fact that the 
modern obstetric textbook dealing with difficulties, 
emergencies. and operations covers a good deal 
more ground than was thought to be necessary 
before midwifery harnessed its wagon to the star 
of surgery. It must also be remembered that to-day 
volubility, not conciseness, is the cult to which 
Writers in practically all departments of medicine 
pay tribute. The fact remains, however, that 
obstetric teachers appear to be more concerned than 
ever before to emphasize the existence of obstetric 
difficulties and the importance of their proper 
management. Comparison of the contents tables 
of the old and the new show that no difficulties 


‘The Management of Obstetric Difficulties. By Paul Titus, M.D. 
(36s.) 


H. Kimpton. 


occur to-day which were not known to Herman 
and his predecessors, but evidence is lacking that 
recent advances in obstetric practice have brought 
about any marked diminution in their frequency. 
Attention has often been called to the discouraging 
fact that ante-natal supervision, widely though it has 
been organized, has not resulted in any appreci- 
able fall in the incidence of difficult labour. Great 
hopes were entertained by Ballantyne and other 
pioneers of ante-natal work that early recognition 
of conditions likely to cause difficulty in the birth 
process would be followed by a lessened incidence 
of difficult labour, and would thus come to play 
an important part in prevention. The failure of 
these hopes must be attributed to inefficiency either 
in the system itself or in its personnel. There is 
no more urgent problem in midwifery at the present 
time than that of extracting from our widespread 
and expensive ante-natal organization the results 
which it may reasonably be expected to yield but 
which have not yet materialized. 

Many cases of difficulty arising during labour 
are admitted as “ emergency cases ” to our lying-in 
hospitals. A study of these admissions suggests 
that the quality of obstetric judgement is an endow- 
ment not bestowed upon all who practise mid- 
wifery. Slow dilatation appears in many instances 
to have exhausted not so much the strength of the 
patient as the patience of the doctor; in conse- 
quence forceps were applied before there was room 
for the head to pass through the cervix: the 
attempts to deliver being abandoned the woman 
was sent to hospital as a case of “ failed forceps.” 
When in such circumstances the judgement of the 
practitioner is completely at fault the head may 
be dragged through imperfectly dilated passages 
and serious injuries thereby inflicted. These are 
examples of difficulty created by unwise manage- 
ment. Since Herman’s time the management of 
delay in the stage of dilatation has been so greatly 
simplified that this condition need no longer be 
regarded with anxiety. Methods of obstetric anal- 
gesia which have been progressively improved in 
recent years may be said to have reached their 
full development in the demonstration that the 
administration of nitrous-oxide gas and air by 
means of Minnitt’s apparatus is devoid of risk and 
can be continuously employed for long periods, 
and its technique can be readily learned. 

It must be admitted that the management of 
inertia is the only example of definite progress in 
the control of difficulty in labour which can be 
recorded. The tendency apparent to-day is not to 
prevent difficulty by anticipation, or to surmount it 
by skilful management, but to evade it by taking 
the surgical short-cut of Caesarean section. In con- 
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firmation we may point to the long and still grow- 
ing list of “relative” indications for Caesarean 
section, many of which are unassociated with risks 
of obstruction but are nevertheless potential causes 
of difficulty in labour. Herman’s list of relative 
indications was very short. He regarded delivery 
by craniotomy as involving a lower maternal risk 
than Caesarean section: this would not now be 
conceded by obstetricians, nor would it be regarded 
as good midwifery to sacrifice a living foetus unless 
the alternative of Caesarean section would be 
attended by maternal risks far above the average. 

Difficult labour is admittedly a severe test not 
only of the strength and fortitude of the mother 
but also of the skill and judgement of the practi- 
tioner. It is comparatively easy to provide all the 
assistance the mother may need when the likelihood 
of difficulty has been foreseen or its presence has 
received early recognition in labour. Skill and 
judgement in the medical practitioner are there- 
fore the dominant requirements ; the former is to 
be gained only by training and experience, the latter 
is to some extent a natural endowment springing 
from an aptitude for taking infinite pains. It may 
be found lacking on occasions in eminent practi- 
tioners. The recognition of its importance perhaps 
accounts for the emergence, now discernible, of 
a class of practitioners who are attracted to mid- 
wifery, who do not find its exigencies intolerable, 
and who may be destined to become an element of 
growing importance in the midwifery service of the 
nation. 





THE BOREDOM OF REPETITION WORK 


In Report No. 77 of the Industrial Health Research 
Board: Messrs. S. Wyatt and J. N. Langdon 
(assisted by F. G. L. Stock) describe a further 
instalment of their investigations on_ repetitive 
work, which are being made with a view to re- 
ducing the boredom inevitable in most employment 
of this type. The subject is of great practical 
importance because of the very large and increas- 
ing numbers of industrial operatives engaged on 
repetition work. Previous investigations by Mr. 
Wyatt and his collaborators were made on small 
groups of subjects, but the present inquiry is of 
wider scope, for it relates to 355 experienced 
persons employed on various occupations (for 
example, packing chocolates, making crackers, 
feeding machines) at four factories. Each worker 
was interviewed and tested for a period lasting one 
to two hours, and it might be thought that such a 
procedure would be rather an ordeal. However, 
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it was voluntary, and almost all the operatives 
seemed to enjoy it. They were asked a number 
of questions about the periods when they liked 
their work best and least, when the time seemed to 
pass most and least quickly, what kind of work 
they would prefer, and so on. The replies of the 
girls indicated that a third of them were only 
slightly bored, rather over a third were moder- 
ately bored, 23 per cent. suffered severely, and 
3 per cent. were never free from boredom. Bore- 
dom was fairly frequent during the first hour of 


work, and still more during the second hour, while’ 


it decreased considerably as the end of the spell 
drew near. It was greatly mitigated by day- 
dreaming, for nine-tenths of the workers said 
that they could think of other things while 
working, and the great majority of them appeared 
to indulge in reveries which were pleasant and 
connected with real events. Very few seemed to 
brood over their troubles. Singing and _ talking 
were indulged in to some extent, but the most 
effective antidote to boredom was found to be 
gramophone music. The factory was equipped 
with a gramophone, amplifier, and loud-speakers, 
and series of experiments were made with this 
for a period of six months. The best system was 
to play the gramophone for alternate half-hours 
throughout the day. Output then increased 6 to 
11 per cent. during the music, while the total daily 
output increased 3 to 6 per cent. One-steps and 
foxtrots were the most popular, the workers 
finding that the music “brightens things up,” 
“takes you out of yourself,” and * gives you some- 
thing to occupy your mind.” The beneficial 
effects appear to bear a direct relation to the 
degree of monotony associated with the occupa- 
tion. Practically all the operatives agreed that the 
music did not interfere with work, though those 
who had to concentrate their thoughts on_ their 
work appreciated it less than the others. 

The amount of boredom was found to increase 
with the degree of intelligence of the operatives 
and with extrovert temperamental tendencies, 
while it was well marked in those who desired 
creative as distinct from repetitive work. On 
applying various psychological tests to groups of 
the most bored and the least bored subjects, it 
was found that the former preferred an_intelli- 
gence test, and that the latter preferred a test of 
insertion (manual repetition work). Hence brief per- 
formance tests provide useful indications of 
suitability for repetition work, and offer a promis 
ing line of research in vocational guidance. Bore- 
dom and discontent were noticeably influenced by 
most of the conditions under which the work was 
performed, and an elaborate inquiry showed that 
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the factor to which the women attached the 
greatest importance of all was security of employ- 
ment. Next in order of choice came comfortable 
working conditions, pleasant working companions, 
and a good supervisor. Then came opportunity 
for promotion and high wages, but shorter 
working hours came very low on the list, probably 
because they were thought to imply a reduction 
of wages. Fatigue was seldom complained of, 
except by a group of girls who had to feed 
machines at the rate of four units a second. They 
naturally had difficulty in keeping the machines 
supplied with material. Taking the girls as a 
whole, fatigue was considered to be less a cause 
of dissatisfaction than the time lost in waiting for 
material, and discomfort due to the workrooms 
being too hot or too cold. 

It is not possible to refer here to more than a 
fraction of the interesting and important results 
described in this admirable report. It is to be 
hoped that all large employers of repetition workers 
will find opportunity to study it thoroughly. If 
they apply the suggestions indicated they are likely 
to benefit not only their workers but themselves, 
for a reduction of boredom and discontent is 
almost inevitably reflected in an improved output. 





CHRONIC MILIARY TUBERCULOSIS 
IN CHILDREN 


That there is a chronic form of miliary cuberculosis 
which is not invariably fatal has been asserted by 
various writers in recent years, a point of view which 
has for some time been maintained in foreign medical 
literature. A survey of this literature was given in a 
leading article in the British Medical Journal’ over two 
years age, under the heading “La Granulie Froide.” 
a term used by Burnand and Sayé.” We suggested 
then that the condition known as chronic miliary tuber- 
culosis was perhaps best described by the somewhat 
cumbersome but more accurate term “ chronic dissem- 
inated haematogenous tuberculosis with pulmonary 
localization.” In a recent number of the Archives 
of Disease in Childhood* Dr. R. H. Fish describes ten 


“cases of chronic miliary tuberculosis in children treated 


at the High Wood Hospital for Children at Brentwood. 
Full clinical details are given, with illustrations of the 
X-ray appearances. Six of these patients died and four 
have recovered. The diagnosis in five of the six cases 
Was confirmed at necropsy, and in three of them the 
healing process in individual miliary nodules was 
demonstrated. Although it is true that this final proof 
of the diagnosis was happily not available in the four 
patients who recovered, the similarity of the radio- 
graphic appearances and the isolation of tubercle bacilli 
from the sputum or from the gastric contents would 


British Medical Journal, 1934, 2, 815. 
2 Ann. de Méd.. 1924, 15, 365. 
* Arch. Dis. Childh., 1937, 12,1. 


seem to establish the diagnosis beyond doubt. In fact 
it appears certain that chronic miliary tuberculosis is 
not necessarily a fatal disease. Among the many 
interesting points discussed by Dr. Fish is the frequency 
of extrapulmonary tuberculous lesions, which could 
only have arisen by the passage of tubercle bacilli into 
the blood stream; the dissemination of the bacilli is 
haematogenous. Even in the four patients who have 
recovered there were apparently evidences of a recurrent 
tuberculous bacillaemia, and from this Dr. Fish argues 
that the initial lodging of bacilli in the lungs was the 
result of a similar bacillaemia. He draws attention 
to the fact that massive caseous glands are frequently 
found in the upper mediastinum in the juvenile type 
of chronic miliary tuberculosis, and suggests that these 
glands may be the focus from which haematogenous 
spread occurs. Of the four patients who recovered 
the first was a boy aged 3 years who had miliary tuber- 
culosis of the lungs with osseous lesions and who 
showed marked improvement after sixteen months’ 
illness. The second, a boy aged 8, had miliary tuber- 
culosis of the lungs, as had the third, a boy aged 
3 years, in whom it was thought that the liver and the 
spleen were also affected. The last patient, a boy aged 
6, had chronic miliary tuberculosis of the lungs with 
abdominal, cutaneous, osseous, and cerebral tuberculous 
lesions. In discussing treatment Dr. Fish stresses that 
all-important factor in the treatment of tuberculosis— 
the need for absolute rest. “Any child,” he says, 
“whose chest skiagram suggests miliary tuberculosis 
should be kept in bed until the stippling has completely 
disappeared from the [x-ray] picture. Any earlier 
termination than this involves risk of disaster.” It is 
evident that it is very difficult to keep a child at absolute 
rest. In the fourth case of recovery recorded by Dr. 
Fish remarkable improvement took place after the 
patient had been placed in a spinal frame on account 
of the bony lesions, and he suggests that even in the 
absence of beny lesions this method of immobilization 
might be used in the treatment of such patients. All 
the children were nursed on open balconies, and four 
of them received injections of solganol, three of these 
being patients who recovered. The real risk, of 
course, is that during the episodes of tuberculous 
bacillaemia the meninges may become infected and a 
fatal tuberculous meningitis result, a risk which is 
diminished if absolute rest can be strictly enforced. 


REMEDIES FOR LEPROSY 


New treatments for leprosy are innumerable. The 
remarkable thing is that they generally emanate from 
those who have little practical clinical experience of 
the disease itself. Doubtless many promoters of these 
remedies are themselves persuaded after treating a few 
cases that they have found a sovereign remedy, but it 
is only those who have studied the disease thoroughly 
and are familiar with its clinical and pathological 
features who are qualified to evaluate any remedial 
method. The signs and symptoms of leprosy are 
caused not by the bacillus but by the reaction of the 
tissues to the bacillus. Anything which depresses the 
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reacting power of the tissues, such as intercurrent 
disease or even a too vigorous course of injections, will 
often give a clinical appearance of improvement, while 
all the time the patient’s condition is really stationary 
or possibly worse. The course of injections, however, 
gets the credit of the apparent beneficial results, which 
are misinterpreted by the physician. Another cause of 
the fallacy is that exacerbation of clinical lesions is often 
caused by sensitization of the leprosy germ. There are 
innumerable drugs which have the power of desensitiz- 
ing the patient and thereby causing considerably tem- 
porary clinical improvement. Among these desensitizers 
are small doses of the heavy metals and many of the 
aniline dyes. Here again the apparent improvement 
following desensitization is mistaken for actual clearing 
up of the infection. Unfortunately there is a tendency 
to exploit for commercial purposes some of these 
apparent leprosy “cures.” Those who indulge in this 
form of commercialism cannot realize the mental distress 
which their advertisements often cause in the minds of 
sufferers from this disease, whose hopes are raised on 
hearing of some wonderful cure, only to be dashed to 
the ground when its efficacy is disproved. 


COMPULSORY PASTEURIZATION FOR 
GLASGOW 


On August 20, 1936, the Corporation of Glasgow 
decided to apply for powers to require that raw milk 
distributed within the city should in certain circum- 
stances be submitted to compulsory pasteurization. In 
furtherance of this decision a report’ has been drawn 
up by two members of the Health Department giving 
details of the distribution and quality of the milk 
supply. There is a great deal of valuable information 
in this report. Of particular interest in relation to the 
proposed Bill is the present extent of heat treatment of 
the milk supply in Glasgow. An average daily quantity 
of 61,100 gallons is consumed in the homes. Of this, 
5.600 gallons are sold under the official designation of 
“ pasteurized” milk, rather under 1,500 gallons as 
graded raw milks, and the remaining 54,000 gallons as 
ordinary milk. No less, however, than 85.4 per cent. 
of this ordinary milk is submitted to some form of heat 
treatment before delivery. Investigation shows that 36.5 
per cent. is heated in plants of the holder type under 
licence, 25.9 per cent. in non-licensed holder plants, and 
a total of 23 per cent. in some other form of heating 
plant—retarder, flash, scalding, or sterilizing. Such a 
position must be regarded with mixed feelings. On 
the one hand, it is gratifying to learn that such a high 
proportion of the milk supply is submitted to some form 
of heat treatment ; on the other hand, it is a matter of 
grave concern that such a relatively small proportion of 
the milk delivered to the public is under adequate official 
supervision. This situation, which is of course far 
worse in many other cities, must be changed. The 
scientific arguments in favour of pasteurization are over- 
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whelming. Bui if we are to press for compulsory 
pasteurization we must insist that the quality of the 
initial supply, the heating process itself, and the sub- 
sequent care of she milk are under the most rigid official 
control. No one realizing the extent of preventable 
milk-borne disease will do other than hope for the 
success of Glasgow’s pioneering effort. 


PSITTACOSIS 


The discovery of the exact causation of psittacosis and 
the work which this finding led up to has placed the 
laboratory in the position of being able to give most 
valuable aid to the clinician in making a diagnosis of 
this disease. The demonstration that the mouse was 
susceptible to this virus, first made by Krumweide, 
McGrath, and Oldenbusch in America and Gordon in 
this country, gave us an inexpensive experimental 
animal, and (what is no less important) an animal in 
which work with psittacosis virus could be carried out 
with relatively little risk. In human infections the virus 
is to be found in the blood, the pleural fluid, and the 
sputum, and its presence there can be demonstrated by 
mouse inoculation. It is in the sputum more particu- 
larly that it should be sought, since, as Rivers and others 
have shown, it is present in this material in greater 
quantity and more persistently than elsewhere. Although 
the picture presented by psittacosis infection in the 
mouse is fairly characteristic, it is on the microscopical 
demonstration of the virus in smears made from the 
spleen that one relies in settling the nature of the in- 
fection; the procedure is one which presents few diffi- 
culties. Up i. now it has been the practice to regard 
laboratory w wrk with viruses as a matter for the 
specialist; te technical difficulties—sometimes only 
imaginary— h:..e been thought to place it beyond the 
scope of th: routine laboratory. But although this 
reticence ha: in the past been understandable and even 
commendable, the time has undoubtedly arrived whceii 
some of the diagnostic laboratory virus work could 
safely pass into routine practice. The diagnosis of 
psittacosis by the isolation of the virus is a case in 
point and, recognizing this, the Ministry of Health has 
published a report on the subject' in the hope that 
public health bacteriologists will be encouraged to make 
themselves familiar with this procedure and add it to 
their diagnostic repertoire. In this pamphlet all the 
necessary details are set out clearly and succinctly. The 
bacteriologist well trained in his subject should have 
no difficulty in carrying them out, though he would be 
well advised to observe all possible care in handling 
this virus, since laboratory infections occur ; the neces- 
sary safeguards are stressed in this report. At the time 
of the 1930 pandemic of psittacosis it was thought that 
the sole source of infection in European countries was 
importation of birds of the parrot family from South 
America, and that by placing an embargo on these birds 
the danger of human infection would be abolished. This 
has proved illusory. In this country and in many parts 








No. 80. 


* Reports on Public 
eports Cc (6d) 


) Health and Medical Subjects, 
Laboratory Diagnosis of Psittacosis. 


H.M. Stationery Office. 











0! 


we 
ih 
co 
co 
as: 
ha 
ti 
to 
atl 


ab 


der 
tiss 
the 
Wit 
anc 
acti 
iso] 
tha 
neu 
for, 
and 
tor 
ant 
Pos: 
the 
Pio 
ie. 
a 
16. 


= GG wares Wawa ~~ ww SO OC SS OO OES ,lC D.t—‘ le 


m CD 








May 1, 1937 


PSITTACOSIS 


THE BritisH 
MEDICAL JOURNAL 


927 





of Europe cases of psittacosis have cor:.aued to occur, 
and it is now known that the home-bred stocks are in- 
tected, though whether this state of affairs existed prior 
io the 1930 pandemic or is the result of ihe introduction 
of infection at that time it is difficult to say. It is also 
recognized now that many apparently healthy birds are 
virus-carriers and a potent source of human infection. 
This is particularly true of the budgerigar, in which 
breed of parrakeet infection is often inapparent and 
results in the setting up of the carrier state. Levinthal’ 
has drawn attention to latent infection in home-bred 
birds in this country, and human cases have arisen from 
this source. Thalheimer* has recently recorded a small 
outbreak in Paris which had its origin in French-bred 
birds, and in Germany in the first half of 1936 there 
were almost as many cases of human psittacosis as in 
the whole of 1930, most of them being attributable to 
contact with apparently healthy budgerigars.  Psitta- 
cosis is still with us, and in cases of continued fever 
associated with pneumonic symptoms in individuals who 
have been associated with cage birds, more particularly 
those of the parrot family, the clinician will always have 
to consider the possibility of pstttacosis. And in 
vitempting to arrive at a correct diagnosis he should be 
able to count on valuable assistance from the laboratory. 


HOUSSAY’S WORK ON THE PITUITARY 


For twenty-five years Professor B. A. Houssay has 
studied the pituitary glands of amphibians, and it has 
been mainly through his work that the central position 
of this gland in the endocrine system has become so 
firmly established. But it is only during recent years 
that his brilliant work has become widely known. 
Recognition of this was accorded by his appointment 
to the Dunham Lectureship at Harvavd, and_ his 
‘ectures were published in the New Englasd Journal of 
Medicine from May 7 to June 4 last vear Houssay 
edicates his first lecture to the humble toad: on which 
omuch of his work was carried out. Detailed studies 
were made of the effects of hypophysectomy on various 
parts and functions of the body. The re-establishment 
of the animal to normality after hypophysectomy was 
demonstrated after implantation of the appropriate 
tissue and by injection of extracts. It was shown that 
these therapeutic effects could be produced not only 
with tissue from the same species but also with tissue 
and extracts from mammalian pituitary. Although the 
actual pituitary hormones have not been individually 
isolated and chemically identified, it is become clear 
that the gland could be divided physiologically into the 
neuro-intermediate lobe and the principal lobe, the 
former corresponding to the posterior lobe in mammals 
and ihe latter to the anterior lobe. It is interesting 
(0 note that in the toad the neuro-intermediate lobe lies 
anteriorly and the principal lobe or pars glandularis 
posteriorly. A long series of experiments showed that 
the neuro-intermediate lobe is concerned with melano- 
Piore control, control of the arterioles and capillaries, 


' Levinthal, W. (1935). Lancet, 1, 1207. 
16. Thalheimer, M. (1937). Bull. Mém. Soc. Méd. Paris, No. 2. 





and hence of the blood pressure, regulation of the 
activity of the kidney and of the skin, and with water 
metabolism ; and that it contains powerful oxytocic 
substances. The principal lobe was shown to contain 
or secrete gonadotropic and thyrotropic substances and 
stimulators of growth. Among many other most inter- 
esting effects perhaps the most striking was the intimate 
connexion found to exist between the pituitary and 
diabetes. Houssay was the first to demonstrate clearly 
that in the absence of the “anterior” lobe of the 
pituitary pancreatic and phloridzin diabetes are attenu- 
ated and the animals retain and consume glucose. Con- 
versely, extracts of the “ anterior” pituitary antagonize 
insulin and accentuate the diabetic manifestations, and, 
further, it was observed that “anterior” pituitary 
extracts can produce diabetes in normal animals. The 
fact that hypophysectomized animals have a greatly 
increased sensitivity to insulin is thus readily under- 
stood, as are also the well-recognized glycosuria and 
hyperglycaemia of acromegaly, where an acidophil 
adenoma of the pars glandularis causes an over-produc- 
tion of the anti-insulin hormone. How far human 
diabetes may be in part due to pituitary over-secretion 
remains to be seen, but recent evidence suggests that 
the blood of diabetics contains an anti-insulin agent. 
The importance of the pituitary in the proper function- 
ing of the gonads and the thyroid is now well known, 
and the profound structural changes which thev undergo 
after hypophysectomy were clearly demonstrated by 


Houssay. Evidence was also obtained that in some 
obscure way the pituitary and the pancreas are 


necessary for the proper functioning of the para- 
thyroids ; but more work is required on this subject. 
The position at present is best summed up in Houssay’s 
own words: 


“The pituitary is the central organ of the endocrine 
constellation, as it is necessary for the development and 
maintenance of the anatomical and functional integrity 
of the other internal secretory organs . . . the “ anterior” 
pituitary lobe, because of its actions on growth, metabolism, 
and the endocrine glands, is necessary for the development 
and maintenance of the individual in a normal state. and 
because of its actions on the sexual and reproductive 
systems it is necessary for the maintenance of the species 

. the posterior or neuro-intermediate lobe is inferior 
functionally to the anterior or principal lobe.” 





THROMBO-ANGIITIS OBLITERA:'S OF THE 
CORONARY ARTERIES 


The pathological entity of thrombo-angiitis obliterans, 
which affects in particular the vessels, both arteries and 
veins, of the extremities of young or middle-aged men, 
is known to be often associated with lesions in the 
coronary arteries. The nature of these coronary lesions 
is. however, not certainly established, though they have 
for the most part been regarded as the same as those 
degenerative processes which commonly affect the 
coronaries in older people—namely, arteriosclerosis and 
atheroma. The question whether the specific lesion of 
thrombo-angiitis obliterans (Buerger) can occur in the 
coronaries can be answered only by histological studies. 
The early acute stage of the process presents a charac- 
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teristic picture, but in the late healed or organized 
stage it is less distinctive and more easily confused with 
arteriosclerosis. What appears to be a proved example 
of Buerger’s disease of the coronary arteries has been 
reported by O. Saphir,’ who, in a preliminary review of 
the literature of the subject, comprising fourteen publica- 
tions, could find no other case supported by conclusive 
evidence. These fourteen papers dealt with thirty men 
suffering from peripheral thrombo-angiitis obliterans and 
coronary disease, and it is an important observation that 
twelve of these were under 40 years of age at the time 
of death. Saphir’s own patient, a man of 35, died 
suddenly, and had had intermittent claudication for six 
years but no symptoms to suggest cardiac disease. At 
necropsy extensive and advanced disease of the coronary 
vessels was demonstrated, and in the myocardium there 
was a diffuse fibrosis with many old organizing infarcts. 
On section, the changes of various stages of Buerger’s 
disease were found in the coronary vessels, and also 
severe arteriosclerotic and atheromatous processes. 
The early stages of the former were evident from acute 
inflammatory changes in all coats of the vessels, and, 
within the lumina, thrombi containing the characteristic 

tiliary foci of polymorphonuclear leucocytes, histiocytic 
cells, and giant cells. Such foci may at first be confused 
with a granulomatous lesion, until their situation within 
the vessels is recognized. In some areas there were 
apparent transitions between arteriosclerotic changes and 
those of Buerger’s disease. The relation between the 
two is discussed, and the author thinks it possible that 
the degenerative process develops secondarily on the 
basis of the inflammation; a similar sequence is observed 
with syphilitic and rheumatic arteritis. The fact that 
coronary occlusion is found in four out of five necropsies 
on victims of thrombo-angiitis obliterans, and that twelve 
of thirty men dying of Buerger’s disease and coronary 
lesions were under 40, is not to be explained by mere co- 
incidence, but points to some relation between thrombo- 
angiitis and coronary arteriosclerosis. The exact part 
played by this and other forms of arteritis in the develop- 
ment of ischaemic cardiac disease, especially in young 
people, has yet to be discovered. 


BODY RESERVES OF VITAMIN A 


Recent work in the Nutrition Laboratory at Cambridge 
on the metabolism of vitamin A has been directed to 
the question of the reserves stered in the body. The 
liver appears to contain the main reserve of this vitamin, 
and Moore’ calculates that the typical reserve in an 
adult would be sufficient to support life for six months 
and be roughly equal to the amount of vitamin A 
secreted in breast milk during nine months’ lactation. 
These figures are only rough approximations, since the 
daily requirement of vitamin A for a human being is 
not known. The “typical” reserve in the liver has 
been taken as the median of a group of forty persons 
between the ages of 15 and 59 who died within seven 
days of an accident, the patient being presumed to have 


* Amer. Heart J., November, 1936, p. 521. 
* Biochem. J., 1937, 31, 155. 





been previously healthy. The figure obtained was 220 
international units per gramme of liver, which gives a 
total of 330,000 iu. if 1,500 grammes is taken as the 
size of an average liver. But variations in the size of 
the reserve in these apparently healthy people is wide 
—namely, from 75 to 590 i.u. per gramme of liver. It 
is recognized by Moore that with such wide variations 
in the normal no deductions can be drawn by com- 
parisons between individual cases. He has tried, 
therefore, by arranging the results from 1,000 cases in 
broad “ disease groups,” to see what diseases are asso- 
ciated with low median and with high median reserves. 
There seemed to be a tendency to low reserves over the 
age of 60, the median figure being 100 i.u., and patients 
over this age have therefore been excluded from the 
study. It has previously been noted that there is no 
correlation either in man or in animals between the 
vitamin A reserves and the general nutrition of the 
individual. It was found that in most diseases there 
was a median well below that of the healthy group, 
and it is quite apparent that only the very low groups 
can be singled out as of any special interest. The 
lowest figure was found in a group of thirteen cases 
of kidney and bladder infections in which the range 
was from 3 to 320 i.u. and the median 19 iu. The next 
lowest figure was in a series of forty-eight cases of 
chronic nephritis ranging from 5 to 150 iu. with a 
median of 25 i.u. Discussing the significance of the 
low reserves, Moore mentions three main possibilities. 
The low reserve may be the result of long-continue 

illness: Wolff, for example, has found a slightly lower 
mean in a group of chronic than in a group of acute 
diseases. Secondly, there may be an interference with 
the power of the liver to store the vitamin in certain 
disorders. Thirdly, there is the possibility that the low 
reserve may represent a low dietary intake which is 
aetiologically connected with the disease. Other pos- 
sible interpretations are that in some conditions the 
vitamin is poorly absorbed, or that, as in the case of 
vitamin C and infective diseases, it is more rapidly 
used. It would be rash to attempt to assign the reason 
for the low reserves observed in the groups quoted until 
further work has been done. One disease was of 
interest in showing what is probably a significantly high 
reserve—namely, diabetes, with a range from 89 to 
870 iu. and a median of 300 iu. Numerous observa- 
tions on record suggest there is some abnormality in 
the utilization of carotene in diabetes. The figures given 
by Ellison and Moore! in a group of 200 children under 
15 years show that the reserves at birth are low and 
begin to rise appreciably at about 4 months. They 
conclude that the reserves are low in “ septic ” diseases 
but not in “ acute infections.” It must be remembered 
that even in the disease groups in which low median 
reserves were found there were always cases with 
reserves higher than the lowest recorded in the healthy 
group. 


We regret to announce the death of Major-General 
Sir M. Thomas Yarr, late R.A.M.C., who was well 





* Ibid., p. 165. 
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ENDOCRINES IN THEORY AND PRACTICE 


This article is one of a series on Endocrinology contributed by invitation 


THE PARATHYROID GLANDS 


BY 
DONALD HUNTER, M.D., F.R.C.P. 


The parathyroid glands are the smallest known endocrine 
organs in the body. Usually there are four glands, a 
superior and an inferior on each side, but in about 7 per 
cent. of subjects five or six are found, the additional 
glands being distributed equally between the upper and 
lower positions. The superior glands are found on the 
middle third of the posterior border of each lateral 
lobe of the thyroid, and the inferior glands are placed 
very close behind the lower pole. About 10 per cent. of 
parathyroid glands are within the thyroid capsule, but it 
is very rare indeed to find them buried within the 
substance of the gland. In 22 per cent. of subjects one 
or more parathyroids occur in the upper pole of the 
main thoracic thymus or its involuted remains, but in 
about only | per cent. of subjects is the gland actually 
within the thorax. A normal parathyroid has been 
found as low as 11 cm. beneath the lower pole of the 
thyroid, embedded in the thymus opposite the auriculo- 
ventricular groove. A normal parathyroid has _ been 
observed above the level of the upper pole of the thyroid, 
in the carotid sheath, 2 cm. below the bifurcation of the 
common carotid artery. 

The colour of the parathyroid glands is pinkish- or 
brownish-yellow, contrasting sharply with the deep red 
brown of the thyroid. The normal glands are always 
difficult to distinguish at operation. After partial thyroid- 
ectomy identification of parathyroid tissue in the thyroid 
removed is very difficult, and an experienced surgeon may 
prove to be correct only in 5 per cent. of cases when 
checked by histological methods. 

In adults over 20 the average weight of the four para- 
thyroid glands together is 132 mg., but weights varying 
from 66 to 388 mg. have been recorded. The average 
size in persons over 20 years of age is 6.5 by 3.5 by 
1.5 mm., the lower glands being slightly larger than the 
upper, and the female glands rather larger than the male. 
No normal gland ever exceeds 4 mm. in thickness, but 
occasionally a length as great as 15 or even 20 mm. is 
encountered. Corresponding to this elongation the other 
dimensions of such glands are usually small—that is, they 
are long, narrow, and thin (Gilmour and Martin, 1937). 

Histologically two types of cell are readily distin- 
guished: the oxyphil and the principal. There are sub- 
Varieties according to the depth of staining. The two 
types do not appear to be of distinct origin or nature, 
but rather to represent conditions of special activity. It 
is not known which cell gives rise to the active substance 
on extraction of the gland. 


The Hormone 


The clinical use of the active principle of the para- 
thyroid glands is dependent upon its marked influence on 
calcium and phosphorus metabolism. Its physiological 


effects are to raise the blood calcium and lower the blood 
Phosphorus, possibly to increase the ionized calcium in 
the blood, and to increase the calcium and phosphorus 
excretion in the urine. 


The calcium for this increased 


demand comes either from the stores of calcium salts in 
the bones or from a large amount of ingested calcium 
salts (Aub, 1929). Parathyroid extract is obtained from 
the fresh parathyroid glands of healthy domesticated 
animals used for food by man. The glands are freed 
from gross fat and connective tissue, ground, and 
extracted with hydrochloric acid. The aqueous extract of 
the active principle is purified to make it suitable for 
parenteral administration, and is sterilized by heating. 
The preparation is usually sold in 5 c.cm. vials capped 
with rubber diaphragms, and containing 100 units in each 
c.cm. The British Pharmacopoeia includes no preparation 
of the hormone. 

There is no standard for parathyroid extract, and the 
unit is based on the rise in blood calcium produced by 
injecting the extract either into normal dogs or into dogs 
from which the parathyroid glands have been removed. 
The unit first adopted was defined as one-hundredth part of 
the amount necessary to raise the blood calcium of a dog 
weighing 20 kilogrammes by 5 mg. per 100 c.cm. The 
U.S.P. XI (1936) reduced the strength of the unit to one- 
fifth of its previous potency. The doses referred to in this 
paper are expressed in U.S.P. units. Confusion as to the 
potency of parathyroid preparations is bound to remain 
until a standard preparation becomes available. Standard- 
ization is being attempted (1) by estimating the rise in the 
urinary calcium of groups of rats, and (2) by employing 
the awakening effects of parathyroid extract on the 
narcosis produced in mice by injections of magnesium 
sulphate (Dyer, 1936). These methods involve a com- 
parison of the potency of preparations of unknown 
strength with those of a standard preparation. The 
results give promise of a suitable method of preparing 
a stable powder which may serve as a standard until the 
pure hormone has been isolated. The following prepara- 
tions are to be obtained: parathyroid extract—Lilly, 
N.N.R. (parathormone); parathyroid extract—Squibb. 
N.N.R.: paroidin, N.N.R., Parke, Davis and Co.: and 
euparatone, Allen and Hanburys. 

Parathyroid extract is destroyed in the alimentary 
tract and is therefore worthless when given by mouth. 
Some commercial houses manufacture parathyroid tablets, 
but of such firms it may be truly said that their enterprise 
outruns the discretion of their scientific advisers. 


DOSAGE ; 

Like other hormones, parathyroid extract has a greater 
efiect when it is needed; thus, 75 units a day may be 
encugh to raise the serum calcium from 4.5 to 7 mg. per 
100 c.cm. in a case of low-calcium tetany. In normal 
individuals it may require 500 units a day to raise the level 
from 10 to 12 mg. per 100 c.cm. Susceptibility, however, 
varies greatly, and a dose which will elevate the serum 
calcium considerably in one individual may have little effect 
in another. The dosage must be regulated by estimations of 
the serum calcium, repeated every few days until the new 
level becomes constant. If the doses given are too small, 
this can, of course, be detected by persistence of the 
tetany. A serum calcium level above 12 or 13 mg. per 
100 c.cm. is never desirable. Since hypercalcaemia gives 
few clinical indications until a level of about 14 mg. per 
100 c.cm. is reached, the need for repeated estimations 
will be appreciated. Where hypercalcaemia persists, loss 
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of appetite, nausea, and a sense of fatigue appear. 
Repeated doses of parathyroid extract are more often 
elective than a single large injection. It is therefore wiser 
to give the extract twice daily, even though the injections 
may cause some induration and pain. 


PARATHYROID OVERDOSAGE 

When given in excess parathyroid extract causes the in- 
organic phosphorus in the blood to rise as well as the 
calcium. The efficiency of the kidneys is interfered with 
and nitrogenous waste preducts accumulate in the tissues. 
Owing to the large excretion of calcium and phosphorus 
in the urine renal calculi may be formed, and metastatic 
calcification may occur in the kidneys, stomach, and 
lungs. The activity of osteoclasts is increased, and this 
leads to excessive resorption of bone with osteoporosis 
and osteoclastic (giant-celled) tumours. The activity of 
csteoblasts is also increased, but the apposition of new 
bone cannot keep up with the destruction of old (Thomson 
and Collip, 1932). 

TIME RELATION 

The parathyroid hormone injected intravenously 
latent period of approximately four hours, after 
the blood calcium rises and therapeutic effects 
These effects last about twenty hours following a single 
injection. In emergency it must be remembered that 
calcium salts when injected intravenously exert an im- 
mediate effect, which is often prolonged for two hours 
or more. The chief disadvantage of the parathyroid 
extract now available is the gradual loss of its eiiect. 
After injections have been repeated for several months 
an apparent immunity is established, and then 750 units 
raay have no result in a patient who originally responded 
weil to 50 units. This characteristic limits the use of 
parathyroid extract to acute conditions, in which the 
treatment is to be continued for weeks rather than for 
months. 


has a 
which 
begin. 


THE PARATHYROTROPIC PRINCIPLE OF THE PITUITARY 

It has been reported recently that the urine of patients 
with hyperplasia of the parathyro‘ds contains a substance 
wnich will induce hyperplasia in the parathyroids of 
normal rabbits. It has also been claimed that para- 
thyroid enlargement may be produced in the rat by the 
administration of a pituitary extract: this is attributed to 
a parathyrotropic hormone. Similarly, an increase in 
blood calcium in rabbits has been reported after the 
administration of a parathyrotropic pituitary extract: the 
additional claim is made that this is due to the stimula- 
tion of the parathyroids, since the extract has no effect 
after parathyroidectomy. It therefore seems possible that 
the activity of the parathyroid bodies is directly controlled 
by the pituitary. 

Hy poparathyroidism 


Parathyroid insufficiency occurs in clinical medicine 
both as post-operative tetany following operations upon 
the thyroid or the parathyroids and as spontaneous hypo- 
parathyroidism, which is analogous to myxoedema. 
30th conditions are rare. Parathyroid insufficiency 
results in lowering of the serum calcium with an asso- 
ciated rise in the piasma inorganic phosphorus, diminished 
urinary excretion of calcium and phosphorus, and the 
clinical picture of tetany. 

TETANY 

As its name implies, tetany is a condition characterized 
by a tendency of muscles to go into a condition of 
painful, prolonged spasm. This commonly involves the 
muscles of the forearms and hands, the larynx, less fre- 
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quently the muscles of the legs and feet, and even the 
oculomotor muscles. Sympathetic motor fibres may be 
involved, resulting in spasm of the cardia, pylorus, or any 
smooth muscle. Sensory nerves are also affected, and 
paraesthesia of the forearm and hand, often of ulnar 
distribution, is the most constant symptom of tetany. A 
similar tingling sensation may be felt in the legs, espe- 
cially in the distribution of the sciatic nerve. Tn the 
crises of tetany the patient may complain of girdle 
sensations, of a feeling of a great weight on the chest, 
and of general numbness. The central nervous system 
may be affected: drowsiness is commen, and twitchings, 
followed even by convulsions and coma, may occur. 
Even when there are no major manifestations of tetany 
between attacks the patient may be nervous, self-centred, 
introspective, difficult to handle, hysterical, emotional, or 
depressed. 

The underlying condition appears to be a decrease in 
available calcium ions, usually associated with a serum 
calcium level below 7 mg. per 100 ¢.cm. The plasma 
phosphorus figure rises to 5 mg. per 100 ¢.cm. or higher. 
There is a diminished excretion of calcium and phospherus 
in the urine. Though in severe crises the serum calcium 
usually is between 4 and 6 mg. per 100 ¢.cm., the severity 
of the symptoms does not vary in proportion to the level 
of the serum calcium figure. Probably it varies inversely 
with the number of calcium ions in the body fluids, but 
at present there is no means of measuring this. The 
symptoms generally become mild or disappear when the 
serum calcium rises above 8 mg. per 100 ¢c.cm. 

The recognition of tetany is easy during an attack. 
There is flexion of the metacarpo-phalangeal joints with 
extension of the interphalangeal joints, the thumb aid 
little finger being drawn into the palm. There may be 
flexion at the wrists and elbows and slight pronation of 
the forearm. The carpal spasm is characteristic, and iis 
association with tingling of the arms and sometimes of 
the legs, with or without hoarseness or stridor, completes 
the picture. The hysterical patient who knows a litt'e 
about tetany is as a rule unaware of the constancy of 
the paraesthesia and can seldom reproduce true carpal 
spasm. The diagnosis can be confirmed by two clinical 
tests. 


1. The Chvostek Sign.—This consists of twitching of the 
upper lip or even of one-half of the face, and is elicited 
by tapping the facial nerve just in front of and below the 
ear. It is not an absolute sign of tetany, for it may be 
demonstrated occasionally in healthy people. 

2. The Trousseau Sign.—This consists of typical carpal 
spasm brought on by pressure on the upper arm. It is 
best demonsirated by placing a sphygmomanometer bag 
on the arm and inflating it to a figure just above the 
systolic blood pressure. Within a few seconds or up to 
one minute spasm appears and gradually increases. The 
spasm becomes very intense in patients with tetany, so 
that the thumb can be separated from the palm only 
with difficulty. In simulated tetany it is relatively easy 
to pull the thumb away from the palm and to demonstrate 
voluntary contraction on the part of the patient. 


CATARACT 

Lesions of ectodermal tissues may arise in patients 
suffering from long-standing tetany. Cataract, brittleness 
and ridging of the nails, loss of hair, and defects in the 
enamel of teeth giving rise to several transverse ridges 
one above the other—all these defects in ectodermal tissues 
have been described in tetany. None of these changes is 
common, but the first is met four times as frequently as 
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any of the other three. The association of cataract with 
tetany was first recorded about fifty years ago. It has 
been described in endemic tetany, post-operative tetany, 
rickets, and spontaneous hypoparathyroidism. It may 
appear even in young people and may require operative 
treatment. It is now possible by means of the slit-lamp 
to detect opacities in the lens in cases in which no visual 
disturbance exists, neither does it follow that such a 
patient will necessarily develop such disturbance later. 


POST-OPERATIVE TETANY 


In countries where operations for endemic goitre are 
common post-operative tetany is more frequently met 
with than here; but now that radical thyroidectomy is 
becoming a common practice, especially in exophthalmic 
goitre, it is probable that more cases of tetany will be 
seen. Where post-operative tetany supervenes after a 
subtotal thyroidectomy it usually does so in from one to 
four days. It is an uncommon complication, and is 
generally found in patients who have had a _ previous 
operation upon the thyroid gland. The patient begins 
to feel tinglings in the arms and hands on the second 
or third day. This tends to become more intense and 
more widespread on the fourth day, when attacks of 
carpal spasm, perhaps associated with hoarseness or 
stridor, appear. Between attacks, which may last from 
a few moments to an hour or more, the patient suffers 
from persistent paraesthesia, most marked in the arms, 
often from stiffness of the hands or mild carpal spasm, 
and perhaps from hoarseness. In most cases, after the 
initial rather sudden onset, the symptoms moderate and 
gradually disappear, never to return. Here there is prob- 
ably pressure due to the trauma at the site of operation, 
which, together with oedema and blood clot, causes tem- 
porary interference with the blood supply of the glands. 
There are, however, severe cases which go on to chronic 
tetany, and here it is probable that the greater part of 
the parathyroid tissue has been removed at operation. 
In the state of chronic tetany paraesthesia is by far the 
Mest constant symptom. It becomes worse when _ the 
patient is worried or tired. There may be nervousness, 
lack of energy, weakness. and fatigue. Superimposed 
upon this chronic state of ill-health are crises of carpal 
spasm. Some patients are almost incapacitated by pro- 
longed spasms with severe paraesthesia and hoarseness. 
In others the symptoms are very mild and the spasms 
infrequent. In all cases the condition is liable to be 
aggravated by acute infection, malnutrition, unhappiness, 
or fatigue. 

Tetany often arises after removal of a parathyroid 
tumour in hyperparathyroidism. In some 7 per cent. of 
cases it has proved fatal. 

SPONTANEOUS HYPOPARATHYROIDISM 

Spontaneous or idiopathic hypoparathyroidism is a 
very rare disease. It affects persons of either sex and at 
any age. The onset is gradual, the first symptoms being 
ulnar paraesthesia, weakness, and loss of energy. Later, 
attacks of tetany supervene and the course of the illness 
is similar to that of post-operative tetany. The serum 
calcium may be as low as 5 mg. per 100 c.cm., and the 
plasma phosphorus as high as 10 mg. Lenticular opacities 
may occur and advance to cause blindness (Albright and 
Ellsworth, 1929), 

Differential Diagnosis 


Tetany may result from a number of causes, including 
Parathyroid deficiency, nutritional disturbances, and 
alkalosis. Most cases met with in this country have 
nothing to do with the parathyroids. The diagnosis of 
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parathyroid tetany is easy when the syndrome arises after 
a subtotal thyroidectomy. Spontaneous parathyroid tetany 
is to be recognized by the gradual onset of carpopedal 
spasm associated with a low serum calcium and a high 
plasma phosphorus. Three disturbances of nutrition may 
produce tetany—namely, rickets, osteomalacia, and idio- 
pathic steatorrhoea. In_ rickets and  osteomalac.a 
characteristic changes in the bones are present, and in 
idiopathic steatorrhoea the patient passes large fatty stoo’s. 
The serum calcium is low owing to defective absorpticn. 
The plasma phosphorus, instead of being high as in para- 
thyroid tetany, is low. A large number of cases of tetany 
are due to alkalosis. In these the serum calcium is 
normal, but there is thought to be a decrease in available 
calcium ions. Attacks are usually of short duration, 
although they may be recurrent. Three types are recog- 
nized, and may be diagnosed because of the associated 
symptoms. 


1. Following upon over-breathing and rapid removal of 
carbon dioxide: this may arise after emotional shock, in 
hysteria, and in disease of the upper respiratory tract. It is 
the commonest form of tetany met with in this country. 


2. In pyloric or high intestinal obstruction following upon - 


repeated vomiting, with loss of hydrochloric acid, dehydration, 
and alkalosis. 


3. After overdosage with alkalis, especially in the treatment 
of pyelitis and chronic gastric ulcer. 


Treatment of Parathyroid Tetany 


Where the blood supply of the parathyroids has been 
damaged during an extensive thyroid operation post- 
Operative tetany may occur in an acute form and com- 
plete recovery may take place even without treatment. 
It is the chronic form which may be serious. The patient 
should be given a diet of moderately low phosphate con- 
tent, meat, yolk of egg, and milk being allowed only once 
a day. Often this diet must be supplemented by calcium 
salts. Calcium lactate can be given with the food in 
doses up to 60 grains six times daily. The equivalent dose 
of calcium chloride is 30 grains. Being potentially an acid 
salt it is more effective in relieving tetany than Is calcium 
lactate or calcium gluconate, which have, however, the 
advantage that they aré less apt to upset the stomach. 
Many patients are almost completely relieved by calcium 
administration, which forms the basis of all treatment. 

In some cases the dose of calcium lactate or chloride 
may be reduced while the patient continues on a low phcs- 
phate diet. In others, while large amounts of calcium 
salts are taken, it may be necessary to give calcium 
chloride intravenously or to employ parathyroid extract 
from time to time. In a severe attack of tetany the 
intravenous administration of 20 c.cm. of a 5 per cent. 
solution of calcium chloride relieves symptoms in a few 
minutes. It is an excellent emergency measure. The 
solution must be injected slowly, and care must be taken 
that none of it escapes into the subcutaneous tissues, for 
necrosis and ulceration may result. The patient feels a 
sense of warmth all over the skin while the calcium 
chloride is being given. The muscles in spasm relax, 
paraesthesiae disappear, and a feeling of greater well-being 
returns. Although the serum calcium again quickly falls 
to a low level, the patient will commonly feel fairly well 
and free from tetany for hours and even days afterwards. 
If spasms recur the injection should be repeated. 

Finally there are cases where so much parathyrcid 
tissue has been damaged or destroyed that the use of the 
hormone is essential. It is best to inject 30 uniis of 
parathyroid extract intramuscularly, repeating the dose 
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up to twice or even four times daily. At the same time 
calcium lactate should be given by mouth. In emergency 
such treatment, because of its slower effect, is not so 
valuable as the intravenous administration of calcium 
chloride. But since the blood calcium may _ remain 
raised for twenty hours after a_ single injection of 
parathyroid extract, it is valuable treatment when severe 
tetany recurs frequently. Its use should always be con- 
trolled by estimation of the serum calcium. Parathyroid 
extract is an unsatisfactory therapeutic agent, to say 
nothing of its cost. When administered over long periods 
of time it may become quite inert, and when this appears 
it may be impossible to save the patient. In such a case 
vitamin D should be given in the form of calciferol, 
of which very large doses may be prescribed. One patient 
received more than 30 million units in fifty days, and 
showed no trace of ill effect. There was prolonged benefit, 
and the blood calcium remained normal for the next three 
months without any further treatment. A fraction of 
irradiated ergosterol called A.T.10 has also proved valuable 
in treatment. This fraction does not contain the anti- 
rachitic factor, but resembles vitamin D in having the 
specific effect of raising the calcium content of the serum. 
The mode of action of this substance is not quite clear, 
but its effect, though slow in developing, appears to be 
prolonged. Doses as large as 5 c.cm. on alternate days 
have been taken by mouth. Manufacturing firms put 
A.T.10- only at the disposal of clinicians who are able 
to have serum calcium estimations done regularly, for 
overdosage may lead to a dangerous hypercalcaemia with 
metastatic calcification of certain organs. Parathyroid 
grafting is of no value, even though homoplastic trans- 
plants be employed. 

If there is hypothyroidism thyroid extract should be 
prescribed in adequate amounts, usually 2 or 3 grains 
a day. It is important that the patient be kept in the 
best possible state of mental and physical health. Mal- 
nutrition, infection, fatigue, worry, unhappiness, all aggra- 
vate the condition. If foci of infection are found they 
should be removed when possible. Patients with tetany 
need interest, increased rest in a quiet environment, 
adequate sleep, and encouragement to continue at work. 
There is a tendency tor the patient to become intro- 
spective, discouraged, and entirely without hope. Active 
interest and encouragement on the part of the physician 
does much to prevent and relieve such mental states, and 
the occasional use of small doses of luminal will help. 
Perhaps the commonest error in the treatment of tetany 
is to mystify and frighten the patient and relatives by 
regarding the condition as grave merely because it is 
uncommon. In 1861 Armand Trousseau wrote: ‘“ This 
complaint is in general of no gravity, although it some- 
times frightens the patients who suffer from it and mis- 
leads medical men who do not recognize it.” 
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Dr. D. H. Geffen of Enfield has been elected chairman 
of council of the National Federation of Personal Health 
Associations. The annual meeting and conference of the 
Federation will be held at British Medical Association 
House, Tavistock Square, W.C., on Thursday, June 24. 
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RADIOTHERAPEUTIC DEPARTMENTS IN > 


GENERAL HOSPITALS 
MINISTRY OF HEALTH MEMORANDUM 


The Ministry of Health has published this week a short 
memorandum—the seventy-ninth of its series of reports 
on public health and medical subjects—on the provision 
of radiotherapeutic departments in general hospitals.' 
Sir Arthur MacNalty in a prefatory note states that it 
was a consideration of the extent to which the existing 
radium centres supply the needs of the country that sug- 
gested the memorandum. It is clear, he adds, that much 
of the population is still indifferently served in_ this 
respect, especially in areas which lack voluntary general 
hospitals suitable for the maintenance of a _ treatment 
centre. 


The memorandum, which is written by Lieut.-Colonel 
A. B. Smallman, a medical officer of the Ministry, dis- 
cusses the provision to be made in hospitals which set out 
to afford adequate treatment of cancer patients. Such 
treatment, whether operative or radiotherapeutic, requires 
the resources of a fully equipped hospital, but owing to 
the characteristics and cost of radium and of x-ray 
installations and the need for careful clinical observation 
supported by physical and biological experiment, the addi- 
tion of radiation as an alternative or supplement to 
surgery brings with it the necessity of limiting radiation 
methods to a comparatively small proportion of hospitals. 


Economic Size of Hospital for Radiation Facilities 


An attempt is made to estimate the number of beds 
which will ensure full economic use of equipment for 
the radiation treatment of cancer. In a 100-bed hospital 
it is considered that about 120 cancer patients will be 
admitted annually. Of these about 40 per cent. will be 
affected in those organs, such as the uterus, mouth, skin, 
and breast, which are most amenable to radiation alone 
or combined with surgery. Such a hospital would be too 
small for reasonable use of radiation facilities. A 300-bed 
hospital intended for what may be called “acute” cases 
may be expected to receive yearly about 200 cancer 
patients, affected either in accessible organs or in other 
situations where irradiation is given with varying degrees 
of frequency and success, and in such a hospital radia- 
tion apparatus would be in full and regular use. 

In England and Wales (outside London) twenty-three 
general voluntary hospitals have 300 or more beds, of 
which number eleven possess radium on loan from the 
Radium Commission and ten have their own stocks, and 
nearly all of them have deep x-ray therapy apparatus. 
Of eleven hospitals with 250 to 300 beds, three have 
radium on loan and five have their own stocks of less than 
1/2 gramme; four have deep x-ray apparatus. A 
number of smaller hospitals have supplies of radium of 
varying and sometimes quite inadequate amounts. 

From the experience of hospitals with about 300 beds 
it appears that the necessary radiation equipment should 
consist of about 1 gramme of radium and two or three 
deep x-ray therapy tubes working at 200 to 250 kilovolts. 
The choice of radium containers is best left to the 
clinician concerned, and the nature and disposal of the 
x-ray equipment will again depend upon the views and 
experience of the officer in charge. With the most 
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modern types at least two tubes will be necessary, keep- 
ing in view the probability that the number will need to 
be increased eventually. 


Lay-out Plants 


It is pointed out that the radiotherapeutic department 
shou!d be an integral part of the hospital rather than a 
specialized annexe. From the standpoint of diagnosis a 
close connexion is necessary with the pathological, x-ray 
diagnostic, and medical services, and from that of treat- 
ment, with the surgical service. The grouping of 
apparatus will sometimes be governed by the convenience 
of the medical and subordinate staff, as, for example, 
when the same person is in charge of both the diagnostic 
and the therapeutic work. Radiation is used for out- 


patients as well as in-patients; therefore it is advan- 


tageous for the department to be on the ground floor 
and with two means of entry and exit, one for each of 
these classes of patients. Another consideration which 
determines the ground. floor is the great weight of the 
x-ray installation. 

In appendices to the memorandum a suggested lay-out 
is given for a new radiotherapeutic department and 
another for the conversion of an existing hospital ward 
into such a department. The following points are 
stressed: the room where x-ray treatment is given should 
be cross-ventilated ; it should allow patients of both sexes 
to be treated simultaneously without being in view of each 
other: by means of curtains and reds a room containing 
two tubes may be divided into sections so that the two 
patients can be seen from one observation table. (The 
new viewing system of spherical mirrors now being con- 
structed at the National Physical Laboratory to enable 
patients to be kept under observation in such a way that 
no siray radiation reaches the observer should be of 
interest in this connexion.) It is recommended that the 
Observation corridor be so placed as not to form an 
ordinary route from one part of the building to another, 
thus avoiding one cause of distraction to the nurse- 
observer. The power room may be so placed that with 
a glass partition the nurse may have under observation 
the electrical apparatus as well as the treatment couch. 
One examination room should be larger than the others 
so as to admit of minor surgery and special examinations. 
A rest room for out-patients should be provided. A 
laboratory for the physicist and another for the making 
of radium applicators are desirable. The radium safe 
room should be convenient of access for those authorized 
to use it, and as distant as possible for the safety of 
patients and staff. 


Organization of the Unit 


The team or unit would comprise experts in each of 
the three branches of treatment—operative surgery, 
radium, and x rays—as well as a radiological diag- 
hostician, a gynaecologist, a pathologist, a physicist, and 
Others. The director would be an expert in one or both 
tadiation methods, and preferably one whose previous 
°xperience had been surgical. A follow-up system would 
be established. 

The hospitals which have full facilities correspond 
(excluding London) with the national and regional radium 
centres, together with the eighteen hospitals recognized by 
the Radium Commission ; all are voluntary hospitals in 
large aggregations of population. How far other hos- 
Pitals can avail themselves of the provision at these 
centres must depend upon the number of patients for 
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whom they cannot provide the necessary treatment, their 
distance from the centre, and other factors. Not all 
patients need be in-patients during the whole of their 
treatment ; some, in whom the disease affects the skin. 
may not need admission at any stage. An arrangement 
might be made whereby cne member of the unit at the 
centre hospital visited periodically the affiliated hospitals 
for consultation as to whether such facilities as they 
possessed sufficed for the needs of a particular case or 
whether transference to the centre with its full facilities 
was necessary. For the detailed discussion of difficulties 
arising from centralization of radiation treatment refer- 
ence may be made to a paper by Dr. Ralston Paterscn.' 

In addition to appendices showing the two lay-outs 
mentioned, the fourth revised report of the British X-Ray 
and Radium Protection Committee, published in 1934, and 
the instructional code prepared by the Radium Com- 
mission on the care and custody of radium are reprinted 
in the memorandum. 





TRAVELLING FELLOWSHIPS -IN MEDICINE 


The Medical Research Council invites applications for six 
Rockefeller Medical Fellowships for the academic year 
1937-8. 

These are provided from a fund with which the Council has 
been entrusted by the Rockefeller Foundation of New York. 
They are intended for British graduates who have had some 
training in research work in clinical medicine or surgery, or in 
some other branch of medical science, and who are likely to 
profit by a period of work at a centre in the United States 
or elsewhere abroad, before taking up positions for higher 
teaching or research in the United Kingdom. The stipend wiil 
ordinarily be at the rate of £400 per annum ior a single Fellow 
and of £450 per annum for a married Feilow. Travelling 
expenses and some other allowance will be paid in addition. 


The Council also invites applications for four Dorothy 
Temple Cross Research Fellowships in Tuberculosis, which 
are awarded from a special endowment of which the Council 
acts as trustee. The object of these Fellowships, as defined in 
the trust deed, is to give special opportunities for study or 
research to suitably qualified British subjects of either sex 
“intending to devote themselves to the advancement by teach- 
ing or research of curative or preventive treatment of tuber- 
culosis in all or any of its forms.” The stipend will ordinarily 
be fixed at the rate of £400 per annum, with travelling expenses 
in addition. 


Completed applications for Fellowships of either type must 
be lodged with the Council not later than June 1, 1937. Further 
particulars and forms of application are obtainable from the 
secretary, Medical Research Council, 38, Old Queen Street, 
Westminster, S.W.1. 


* British Medical Journal, December 26, 1936, p. 1316. 


The twenty-sixth annual general meeting and confer- 
ence of the British Waterworks Association will be held 
in London from June 22 to 26, at the County Hall and 
elsewhere. Lieut.-Colonel Harold will open a discussion 
on present-day aspects of the purification of the London 
water supply: Professor P. A. Buxton of the London 
School of Hygiene and Tropical Medicine will describe 
the work of the Freshwater Biological Association of the 
British Empire ; and attention will also be drawn to the 
problem of prevention of the pollution of rivers. Visits 
will be paid to various institutions belonging to the 
Metropolitan Water Board, and a demonstration of water 
purification control methods at the Board’s Laboratories 
has been arranged. A programme of the conference may 
be had from the secretary of the British Waterworks 
Association, Grand Buildings, Trafalgar Square, W.C.2. 
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THE BLADDER IN SPINAL INJURIES IN WAR 
At the annual meeting of the Section of Urology of the 
Royal Society of Medicine on April 23, with Mr. BERNARD 
Warp in the chair, Sir JOHN THOMSON-WALKER opened 
a discussion on the bladder in spinal injuries in war. He 
thought it important, in view of the possibility of another 
war, to recall the experiences of the past. Anyone who 
had to deal with such cases during the war of 1914-18 
would agree that the treatment of bladder conditions due 
to spinal injuries constituted one of the surgical failures. 

It was well established, Sir John Thomson-Walker con- 
tinued, that destruction of the supralumbar cord was 
immediately followed by complete retention of urine ; later 
the lumbar centre regained its tone and involuntary reflex 
micturition became established. In a large number of 
the cases which came under his care these two stages were 
clearly defined. The duration of the stage of retention 
varied from twenty-four hours up to, in one case, eighteen 
months. There was.a transition pericd during which the 
bladder was partly distended with urine, but contracted 
and gradually increased in power until the residual urine 
was small in amount or absent. It was taught before the 
war that injury or destruction of the lumbar centre and 
of the cauda equina was followed by complete paralysis 
of the bladder, but experimental work on dogs had shown 
that the spinal cord could be removed and micturition 
would return. 

Urinary Infection 


In a recent paper Mr. Geoffrey Jefferson had stated 
that in the series of cases of injury to the spinal cord 


under his care no patient who might otherwise have 


recovered had died of urinary infection. This was in 
striking contrast to what was found during the war. At 
the King George Military Hospital from May, 1915, to 
the end of 1916 he examined 339 cases of spinal injury 
in which bladder function was affected. The cases arrived 
from fourteen to twenty-one days after the injury. The 
stay in hospital was from one to two months, and the 
patients who survived were drafted to such institutions 
as the Star and Garter Home, where there were sixty-five 
beds occupied almost exclusively with cases of spinal 
injury, about 90 per cent. of them having serious infec- 
tions of the urinary tract. Of the 339 patients at the 
Military Hospital, 160 (47.2 per cent.) died from urinary 
infection within six or eight weeks, and at the Star and 
Garter nineteen out of 111 patients (17 per cent.) died from 
the same cause. He estimated that the eventual total death 
rate due to urinary sepsis in spinal cases was 80 per cent. 
It was a lamentable tale of surgical failure. Immediately 
after the injury and before arrival at the hospital the 
patient was catheterized intermittently, and it was septic 
catheterization which had led to the high mortality. 
Between the passages of the catheter the bladder became 
distended with grossly infected urine, and the infection 
passed to other parts of the renal tract. 


Methods of Treatment 


Some of the methods of treatment to be considered had 
been tried in the war, but the organization was then 
imperfect, and they were not carried out consistently, but 
were changed according to the whim of the medical 
officer in charge. During the phase of complete retention 
the problem was whether the distended bladder should 
be emptied, and, if so, how, while during the stage of 
periodic reflex micturition the problem was the method 
of collecting the urine and the treatment of the sepsis if 
present. 

The first method of treatment was non-interference. It 
had been part of the surgical creed that a bladder dis- 
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tended with urine from obstruction or paralysis must be 
emptied by the surgeon at the earliest time possible, and 
it came almost as a shock to the orthodox that any doubt 
as to its soundness should be raised. The spectres that 
iay behind non-interference were the fear that the bladder 
might rupture from overtension or that, from too Ieng 
stretching, the muscle might not regain its contractile 
power. It had been said also that there might be shock 
trom distension of the bladder, but this was not so with 
the slow distension of the paralysed bladder. The effect 
on the renal structure and secretion, however, had to be 
considered, and without definite evidence that there was 
no deleterious effect on bladder function or renal structure 
and secretion he did not consider the method of nen- 
interference one to recommend for universal adoption, 
though at the same time he felt that something of a 
bogy had been made of the distended bladder. 

Next came the method of expression of the bladder 
contents by pressure or massage. As soon as possible 
after the injury the distended bladder was gently but 
firmly compressed and massaged through the abdominal 
wall with the object of expressing its contents, a pro- 
cedure repeated every four or six hours. In some cases 
this was quite easy, in others difficulties arose. The con- 
traction of the bladder sphincter was an obstacle for 
which a crop of remedies had been suggested, including 
the giving of certain drugs. Sacral anaesthesia by injec- 
tion through the sacral hiatus had been tried. It seemed 
hardly necessary to point out that instillation of anaes- 
thetics into the prostatic urethra or the passage of metal 
instruments was as dangerous from the point of view 
of sepsis as the passage of the catheter. If one cou'd 
accept the statement of some writers this was the sole 
method in their hands and was successful, but those 
writers saw only part of the clinical course of the cases. 
The method was entirely unsuited for cases where serious 
urinary sepsis had become established. Apart from the 
danger of rupture of the bladder wall, massage of a dis- 
tended bladder undoubtedly led to regurgitation of septic 
urine. 

With regard to the indwelling or tied-in catheter, which 
had been passed at the earliest time possible after the 
injury and changed twice a week, this method, if used 
as a continuous drain, had the great advantage over inter- 
mittent catheterization that it prevented the recurring dis- 
tension of the bladder, but if used with a clip to evacuate 
the bladder at a convenient time it was merely a variant 
of intermittent catheterization. Patients varied greatly 
in their toleration of the indwelling catheter. 


Prophylactic Cystotomy 


There remained the method of early or prophylactic 
cystotomy—prophylactic, that is to say, against infection 
of the kidney, not against cystitis. The method he 
described could be rapidly carried out, and in peace-time 
practice ensured a dry patient. He did not think that 
the objections carried very much weight. It was. said 
to be difficult to get a watertight drainage, that cystitis 
was certain to develop, and that drainage of the bladder 
over any long period practically meant the abandon- 
ment of any attempt to establish automatic function. 
A method of cystotomy had been introduced by Mr. 
Clifford Morson which was even simpler than the one 
he had practised, and, slightly modified, he thought tt 
would be suitable in these cases. 

Of these various methods of treatment of a_ recently 
paralysed bladder that of the expression of urine was the 
simplest and was likely to avoid the urinary infecticns 
which caused a high mortality in the late war, but more 
information was wanted as to the method of expression 
and massage. But he thought there was also a place for 
early suprapubic cystotomy, simplified as it now was, and 
that it should follow immediately on the failure of the 
expression method and be carried out before the onset 
of infection, not postponed until the fatal train of sepsis 
was laid. There might be conditions in which it was 
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superior to the method of expression, but until additional 
information was available under conditions which ad- 
mitted of proper management of the recently paralysed 
bladder the preference as between expression and imme- 
diate cystotomy could not be finally decided. 


Discussion 


Sir ALFRED WEBB-JOHNSON said that if an authoritative 
statement could be issued that in spinal injury a catheter 
should not be passed a great stride would be made 
towards improving the results. In the late war he suc- 
ceeded in persuading the Red Cross to erect a hut in 
which were concentrated twenty such cases of spinal 
injury. It proved difficult to get hold of cases of “ virgin ” 
bladder, for either at the casualty clearing station or in 
the ambulance train somebody was pretty sure to have 
insisted On passing a catheter. On the sixty-six cases on 
which they were able to concentrate both the expression 
method and non-interference were carefully tried out. 
Neither method was perfect. but each was worth a trial. 
It soon became evident that the expression method must 
not be left to a heavy-handed orderly and very seldom 
was to be entrusted to a nurse; it could be carried out 
sometimes by a well-instructed sister. The great differ- 
ences between bladders were illustrated immediately an 
endeavour was made to empty by expression, and yet it 
was possible at one time to walk into that hut of twenty 
beds and to see at the entrance twenty specimen glasses 
of urine, all perfectly clear and free from infection. 

Mr. KENNETH WATKINS said that it was clear from 
recent observation that the bladder could not be started 
working in the same way as movement in a limb, for 
example, was started. There was some sort of facilita- 
tion within the central nervous system which released the 
mechanism of the micturition reflex. With regard to 
urinary infection, like Mr. Jefferson, whom Sir John 
Thomson-Walker had quoted, he had not seen a patient 
who had died from urinary infection, but then he had 
not seen war-time cases, and there was possibly a differ- 
ence between these and cases seen in civil practice. He 
gathered from Sir John Thomson-Walker that the majority 
of the war-time cases were high spinal transections ; the 
majority of the cases he had seen had been cauda equina 
lesions. Mr. JOHN EveRIDGE supported Sir John Thom- 
son-Walker’s views as to the value of primary cystotomy, 
and described the case of a patient who was shot during 
riots in Paris in 1934 and on whom cystotomy had been 
carried out with a favourable result. 


Management of the Undescended Testicle 


At the same session of the Section of Urology Professor 
G. Grey TURNER gave an address on the place of surgery 
in the management of the undescended testicle. He said 
that he had been brought up to believe that in the great 
majority of these cases it was better to deal with | any 
hernia that was present and to make little or no effort 
with regard to the testicle. That was an impression still 
somewhat generally accepted, though there was no justi- 
fication for it. His renewed interest in the subject dated 
from the publication by Southam of his Hunterian 
Lecture in 1927, and the effect on his choice of method 
might be judged from the fact that during the eight 
years 1920-7 he did no orchidopexies and seventeen cas- 
trations, while. during the four years 1929-32 he did 
twenty-four orchidopexies and four castrations, 

John Hunter stressed the underlying problem in his 
Animal Gconomy when he wrote: “It is not easy to 
ascertain the cause of this failure in the descent of the 
testicle, but I am inclined to suspect that the fault 
Originates in the testicles themselves “—a view commonly 
held at the present time. There was a good deal of 
evidence for the truth of both the following propositions : 
the testicle does not descend because it is not sufficiently 
developed ; the testicle does not develop because it has 
From his own experience he was satisfied 


Not descended. 
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that if a testicle was going to descend of its own accord 
after birth then it would almost certainly do so during the 
first three years of life. He was very sceptical of cases 
that came down after that period. Ina good many cases 
in ail probability the testicles were lying in the inguinal 
region, and the case was not one of non-descent but of 
ectopia. 

Professor Grey Turner went on to show photographs 
of the after-results of some cases. One case was that of 
a man who had a double orchidopexy sixteen years pre- 
viously, and was now, at the age of 31, already the father 
of three children. In some cases the results were not 
sO Satisfactory, and it was on these relative failures that 
he chiefly dwelt. If the testicle could be got into the 
scrotum and be quite mobile it was almost certain that 
the testicle would develop, but there were cases in which 
even when the testicle was satisfactorily placed in the 
scrotum, development did not come about: such failures 
were not common, but it was well to have the possibility 
in mind. 

Age for Operation 


As to the age of election for surgical intervention in 
these cases it was generally held that if the operation tock 
place fairly early and the testicle was brought into the 
scrotum it had a better chance of development. He was 
not sure, however, that that was entirely correct. He 
thought that on the basis of what was known already o! 
the results of hormone treatment, the optimum age for 
which was probably about 9, that a patient would 
suffer in no way if the operation was deferred until he 
was 10. Perhaps the age 10 to 14 was the optimum 
time for surgical intervention. Surely it was just before 
puberty that the testicles, like the other genital organs, 
were ready for an outburst of activity, and were more 
likely to develop. 

If an associated hernia was giving trouble it was neces- 
sary to intervene, but he was not sure they were wise 
in interfering merely because there was a hernia. If the 
hernia were left alone to develop up to the optimum time 
for carrying out the operation, then probably the presenz2 
of that hernia and the gradual distension of the sac 
would encourage the descent of the testicle and might 
even have something to do with encouraging the test cle 
in its subsequent development. He had very little con- 
fidence in repeated operations for undescended testicle. 
The patient's best chance lay in the first operation. A 
second operation was not carried out with anything like 
the same facility or prospect of success. 

If there was any special reason for doing so, there was 
no objection, in his opinion, to operating very much later, 
and he had even operated with great success on young 
men between the ages of 18 and 24. But at later ages, 
if one testicle was fully developed, it was much mere 
sensible to recognize that it was not worth while inier- 
fering too much. One fully developed testicle was 
enough, and one should not be too particular about 
excising a testicle associated with a hernia when th2 
prospects of its functioning seemed to be poor. 


Association with Hernia 


As for the association with hernia, which had such 
large bearing in determining the earlier operations, 
although it was recognized that hernia was quite common 
with undescended testicle, he did not think it was so 
common as might be supposed from the textbooks. At 
operations, although a sac was found which was rathe! 
like a glorified tunica vaginalis, he had often failed to 
demonstrate whether it was a hernial sac or not. The 
mobilization of the testicle was a most important thine, 
but it was not the only important thing. He was realiz n: 
more than he had done in the past that possibly th2 
methods used for fixation were, though not equally im- 
portant, yet of great tmportance. He described with 
drawings how he had made a kind of scrotal bed on the 
affected side, and passing the suture through the bows 
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of the testicle and through the scrotum had sutured to 
the thigh. He was satisfied that unless the mobilization 
was so good that one felt that the gland would lie in 
the scrotum even without fixation, the probability was 
that there was not enough fixation, and that some other 
method should be adopted. The testicle in a pouch in 
the thigh would often develop completely and the result 
be extremely satisfactory. 

Finally, Professor Grey Turner made a plea for more 
careful recording, and showed a suggested form of record. 
Surgeons in this field had analysed their results as com- 
prising a satisfactory outcome in between 70 and 80 per 
cent. of cases and failure in between 20 and 30 per cent. 
If the cases were likely to be heiped by endocrine therapy 
this should certainly be undertaken. 


Discussion 


. 


Mr. McApbam EccLes suggested that the term “ un- 
descended testicle ~ be avoided. An undescended testicle 
was one which was close up by the kidney—an abnor- 
mality occasionally seen, but exceedingly rare. The im- 
perfect migration of the testicle was the more common 
occurrence, and that was the subject of the discussion. 
He ventured to prophesy that if only the definite cause 
of non-migration cculd be discovered surgery might be 
cast aside and the cases wholly given over to the endo- 
crinologist. In surgery those interested in this subject 
had all deplored their failures. It had not always been 
recognized that it was one and the same cause—possibly 
a cause associated with the endocrines—which prevented 
both migration and development. In other words, there 
was not one cause for ncn-migration and another cause 
for non-development. In the cases in which he had had 
failure in the past he had not always put it down to his 
imperfect technique, but rather to the fact that he was 
not dealing with the real cause which lay behind the non- 
descent. He was quite sure that a real investigation of 
these cases would assist more than anything else in their 
better treatment in the future. Medical officers of public 
schools had special opportunities of carrying out these 
investigations. 

Mr. T. W. MImpRISS gave perticulars of operations 
for imperfectly descended testicle carried out at St. 
Thomas’s Hospital, chiefly by the Keetley technique or 
some modification thereof. Good results had _ been 
achieved in about 90 per cent. of cases—a good result 
meaning a testicle brought well down in the scrotum. 
A certain number of cases which had been admitted but 
not operated on had shown a spontaneous descent at 
about the age of 11 or later, and he thought that was 
net very unusual. Since then he had written to the 
medical officer of a public school who dealt with boys 
aged 13 and over, and he gave it as his opinion that the 
majority of undescended testicles came down spon- 
taneously. That, however, was rather difficult to accept. 
He believed the only result of hormone treatment was 
to bring down testicles which, if left alone, would come 
down of their own accord. 

Dr. RONALD SMITH, medical officer of Rugby School, 
gave particulars of a number of cases of imperfectly 
descended testicle, including a group of boys aged from 
7 to 134, in whom the testicle had descended without any 
treatment whatsoever. He thought it was justifiable to 
say that at puberty there were certain biological changes 
going on which induced the testicle to descend. Every 
boy should be left until he reached puberty, and then, 
if the testicle was not descended, he should be given 
hormone treatment, and if that did not avail, surgical 
advice should be taken as to whether adhesions were 
present or not. In the group mentioned all the testicles 
which had descended spontaneously seemed to be normal 
save in one case in which a boy with an undescended 
testicle, on reaching to a high shelf, felt a sharp pain 
in his groin, and it was then found that the testicle had 
descended, but was much smaller than the other. Pro- 
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fessor GREY TURNER suggested that with the help of 
school medical officers something in the nature of a 
communal census might be very useful on this subject. 





FUNGUS INFECTION OF THE FEET 


At a meeting of the United Services Section of the Royal 
Society of Medicine on April 12 Surgeon’ Commancéer 
J. C. Souter read what was described as a “clinical 
note,” but was in reality a comprehensive paper on fungus 
infection of the skin of the feet. 

Surgeon Commander Souter said it seemed to be gener- 
ally supposed that this disease had been recognized only 
since the war, but Whitfield described “ringworm of the 
toes ~ as long ago as 1908. No doubt the disease had 
become much more prevalent since the war, and this 
might tentatively be put down to two factors—namely, the 
conditions of trench warfare and the service of so many 
men in tropical and subtropical countries who on. their 
return home disseminated the disease. The disease coud 
no longer be regarded as one of hot countries, but was 
of werid-wide incidence. The consensus of opinion ws 
that fungus infections of the feet were commoner in the 
higher strata of society ; they had been shown to occur 
in hospital cases, though the speaker had seen very few 
instances while attending the practice of one of the skin 
hospitals in London. 


Aetiological Factors 


By far the most common types of fungi found were 
those belonging to the trichophyta, epidermophyta, and 
endodermophyta groups. Fungus, growing anaerob‘c- 
ally in the skin in the form of a network of mycelial 
threads, had both a corrosive action by the elimination 
of a keratolytic ferment and an irritant action, producing 
inflammation owing to the toxic influence of the ferment 
and rapid growth of the fungus itself. 

For the soil to be rendered favourable for the growth 
of the fungus two factors, heat and moisture, seemed to 
be necessary. The predisposing factor of excessive sweat- 
ing in the causation was generally accepted, and one 
authority had shown that it was necessary to produce 
maceration before experimental lesions by inoculaticn. 
Tight-fitting badly ventilated modern shoes tended to pro- 
duce excessive heat and moisture and cause maceration 
and devitalization of the skin between the toes, giving 
ideal conditions for the growth of fungi. Trauma, how- 
ever slight, seemed to be necessary for the fungus to gain 
an entrance, and this might be effected by particles of 
sand while bathing or wading or by the action of caustics 
on the bare feet of sailors while cleaning the decks. In 
the author’s experience the intertriginous type was by far 
the most common, while the hyperkeratotic type was 
comparatively rare. The intertriginous involvement repre- 
sented the primary lesion in practically all cases. 

Although the diagnosis might have to be made on 
clinical grounds alone, it could not be regarded as final 
unless the fungus had been seen on microscopical exam- 
ination of scrapings, and indeed not until a true pathogenic 
fungus had been demonstrated by cultural methods. Cases 
of simple true systemic dysidrosis were often diagnosed 
as fungus infections. In this condition non-inflamed deep 
uniform sago-grain-like vesicles sprang up at once sym- 
metrically in dozens or hundreds. They burned rather 
than itched, and seldom ruptured spontaneously. 


Treatment 


Fungus diseases of the skin of the feet were extremely 
difficult to cure and very liable to relapse or recur. Thev 
had been treated by almost every conceivable agent, from 
kerosene to chiropractic. The general health of the 
patient should not be forgotten, particularly in the more 
severe cases, and cure could be hastened by the use of 
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tonics containing iron, strychnine, and Fowler’s solution. 
A generous diet with a high vitamin content should be 
given. Secondarily infected patients with lymphangitis 
or cellulitis should of course be kept in bed and the 
infected feet treated on the usual lines with boric acid 
fomentations, eusol soaks, and boric starch poultices and 
the like, until all signs of the secondary infection had dis- 
anpeared. Presuming that the lesions were no longer 
it lamed, a remedy or combination of remedies with 
fungicidal, or at least fungistatic, and keratolytic action 
must be employed. He had not found powders of great 
value in therapy, and preferred to treat the intertriginous 
variety with a combination of paint by day and ointment 
by night, and the vesicular variety with a paint, after open- 
ing all the vesicles with a sterile needle, changing to an 
o-ntment if the lesions became eczematoid or scaly. The 
hyperkeratotic type of lesion reacted best to pastes, while 
fissures required special treatment. 

Discussing some of the more common remedies used 
in treatment, Surgeon Commander Souter said that the 
best-known preparation was Whitfield’s ointment, so often 


wrongiy prescribed. The correct prescription was as 
follows: 

R_ Acidi benzoici .. = grains 25 
Acidi salicyli .. ae grains 15 
Paraff. mollis. me dr. 2 
Olei cocois nucis er re a .. oz. | 


Hard paraffin, 15 grains, should be added in hot weather. 
In all intertriginous cases, except when gross maceration 
was present, and in scaly or eczematoid lesions elsewhere, 
he used Whitfield’s ointment or the preparation 
“mycozol” as the treatment of choice. After mention- 
ing other preparations he said that the success which 
had followed x-ray treatment of scalp ringworm had given 
rise to an impression that this method could be used for 
treating other forms of ringworm as well. It was for- 
gotten that x rays did not kill the ringworm fungus, but 
simply brought out the affected hairs. X-ray treatment 
was not a rational therapeutic measure in this field. He 
a'so touched on prevention, general and individual, saying 


EPITHELIAL TUMOURS OF THE BLADDER 


that the main factor in prevention was to render the site | 


unsuitable for the fungus. 

Dr. G. Rome HALL mentioned that at Lagos some forty 
years ago civilian Hausas were treated for what was then 
known as “ainum,” described as a circular rodent ulcer 
around the base of the little toe. Sometimes the whole 
of the ligaments around the metacarpo-phalangeal joint 
were exposed, and the people came for removal of the 
moribund toe. One point was that these were sandalled 
people, and the ulcer was always fouled with sand. Those 
who suffered in.this way were often newcomers to the 
territory and had undergone a change of diet. 





EPITHELIAL TUMOURS OF THE BLADDER 


At a meeting of the Pathological Society of Manchester 
on April 14, with the president, Dr. T. H. OLIveR, in the 
chair, Dr. I. A. B. CatHte and Mr. K. H. WarTKINs pre- 
ented a preliminary report on the epithelial tumours of 
the urinary bladder. 

Dr. Cathie discussed the histological findings in the 
eighty-four cases which had been examined. Many of the 
tumours were subjected only to biopsy, the tissue being 
removed with the flexible cystoscopic rongeur forceps. 
Others were examined after operative removal with or 
Without previous biopsy. Cytological variations alone 
could not be accepted as evidence of malignancy, invasion 
being the only criterion on which malignant change could 
be established. Malignant tumours of the bladder were 
Classified into three groups—malignant papilloma, papillary 
Carcinoma, and infiltrating carcinoma—according to the 
morphological structure as observed microscopically. 
These tumours were also graded cytologically according to 
the method of Broders. A distinct parallelism was found 
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to exist between the various groups and the cytological 
grading. Thus a benign papilloma would usually be 
graded “1” or at the most “2,” whilst at the other end 
of the scale infiltrating carcinoma was: usually graded “3 ” 
or “4,” or occasionally “2.” In the case of biopsy it was 
necessary to correlate the histology with the clinical (cysto- 
scopic) findings, since the same tumour might show a 
benign structure at one part and malignant change at 
another. 

Mr. Watkins described some of the characteristics of 
tumours of the bladder, and remarked especially on the 
frequency with which tumours originate or recur on the 
vesical orifice itself and even in the posterior urethra, the 
high incidence of metastasis, and the tendency to cause 
obstruction at the bladder neck or lower ureter, leading to 
death from uraemia. The difficulty of differentiating 

enign and malignant tumours by naked-eye examination 

had been stressed by many writers, notably Albarran and 
Geraghty. Malignant changes could be found in tissue 
removed by biopsy from the surface of a tumour, and 
about 50 per cent. of pedunculated tumours showed 
malignant change. 

Surprisingly enough, those with tumours infiltrating the 
bladder wall graded “2” had lived little if any longer 
than those with similar tumours graded “4.” It was con- 
cluded that cytological grading alone was not an estimate 
of the danger threatening the life of the patient. Since 
areas of benign papilloma might be found in a malignant 
tumour a single biopsy report must not be allowed to 
mislead, but repeated biopsy examinations might be ex- 
pected to reveal the diagnosis. Biopsy was a valuable 
addition to the information derived from the clinical and 
cystoscopic examination. 








ENGLAND AND WALES 
Lord Moynihan of Leeds 


The March issue of the University of Leeds Medical 
Society Magazine takes the form of a richly illustrated 
Moyniham Memorial Number. An editorial foreword 
says: “In selecting extracts from his papers, lectures, and 
speeches we have endeavoured to convey something of 
the magnetic personality of Moynihan and to create as 
far as possible the atmosphere which was so essentially 
associated with the man, rather than to record a mere 
historical list of facts.” The text of Dr. T. Wardrop 
Griffith’s broadcast on September 7, 1936, is followed by 
a biographical sketch signed “R. E. T.” Sir David 
Wilkie contributes an article on Lord Meoynihan’s place 
in British surgery. and Dr. William J. Mayo an apprecia- 
tion. Mr. C. Oldfield writes on “ The Man,” and Mr. 
L. R. Braithwaite and Mr. E. R. Flint on “ The Crafts- 
man.” Mr. E. W. Hey Groves and Dr. W. Cuthbert 
Morton recall Moynihan as editor and as orator and 
writer. The story of the Moynihan Chirurgical Club is 
told by Mr. E. Finch of Sheffield. Seventy-eight pages 
are given up to extracts from published works, letters, 
speeches and addresses, and a comprehensive bibliography. 
The illustrations include many portraits, two of them in 
colour, a photograph of the great surgeon's hands, and a 
facsimile letter written by him on April 30, 1926, to his 


‘old friend Dr. Hawkyard. 


Royal Surgical Aid Society 


For seventy-five years the Royal Surgical Aid Society 
has provided well over a million patients with urgently 
needed surgical appliances, and for the past thirty-five 
years it has enjoyed Royal patronage. In the ordinary way 
a patient must first obtain a surgeon’s certificate and must 
then collect from subscribers to the Society's funds a 
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specified number of letters of recommendation—an annual 
subscription of half a guinea, or a life subscription of 
five guineas, entitling the subscriber to two recommenda- 
tions per annum, these numbers of recommendations in- 
creasing in proportion to the amount of subscription or 
donation. But in order to mark the year of the King’s 
Coronation the committee is prepared to issue double the 
usual number of recommendations in respect of all special 
“Coronation donations” during the month of May. This 
means a corresponding increase in the number of those 
whom the society can help. The number of deserving 
applications is always far in excess of what can be dealt 
with. Last vear 27,156 patients obtained help, and the 
appliances supplied totalled 35,263. So inundated was the 
society with requests from Durham and other distressed 
areas that a special fund was created to deal with them, 
and a successful appeal was launched enabling special 
grants to be made to all authorized cases from these areas. 
Perhaps the most valuable aspect of the work of the Royal 
Surgical Aid Society is that it not only relieves much 
suffering and distress but enables people who would other- 
wise be chronically handicapped to Jead normal and useful 
lives. Not only in the distressed areas but in the great 
L.C.C. housing estates springing up around London are 
tresh fields where surgical equipment is desperately needed. 
To meet these demands an appeal for further support is 
made. 
Propaganda for Health Services 


It was reported to the London County Council on April 
27 that the Minister of Health had communicated with 
Lord Snell, the chairman of the Council, stating that he 
was impressed with the importance of making the health 
services throughout the country better known to the public 
in order to encourage their fuller use, and that the sug- 
gestion had been made that the efforts of local authorities 
in this direction should be supplemented by a national 
campaign. The Minister, with the support of the Presi- 
dent of the Board of Education, is arranging for a pub- 
licity campaign to be carried out in the autumn, the 
Government finding the money for the provision on a 
generous scale of posters, leaflets, and other material. The 
Minister is endeavouring to enlist the co-operation of local 
authorities. In London the field of administration covered 
by the campaign is very largely the concern of the metro- 
politan borough councils, and he has addressed letters 
to the mayors of the boroughs. He asked for the 
co-operation of the L.C.C., which it expressed its willing- 
ness to give. One sentence in the Minister’s letter read 
that “while it is agreed that the health services of the 
country are probably unrivalled, there can be no room 
for complacency so long as it is true that, in the country 
generally, they are not being used to the fullest extent 
by those for whom they are provided.” 


An L.C.C. Héspital Handbook 


The Public Health Department of the London County 
Council has issued a neat pocket-size handbook contain- 
ing particulars of the Council’s general and special hos- 
pitals and the ancillary services.’ A section is devoted 
to each hospital, and includes such details as the names 
of the principal staff, the bed accommodation and special 
services, statistics, the telephone number, and the route. 
One recent development is the appointment of almoners 
at twenty-eight of the general hospitals. Particulars are 
also given of the affiliation of seventeen of the Council 
hospitals with eleven of the medical schools. The com- 
pilation will be a boon to London practitioners. One 
detail which might perhaps be added in future editions 
is the days and hours of the clinics and out-patients’ 
departments. The special units at some of the hospitals 
make a remarkable list. Hammersmith, for example, in 
addition to the more usual services, has a metabolism 
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department, an oxygen therapeutic service, and a dietetic 
kitchen. The special units at the general hospitals now 
number seventeen ; there are diabetic clinics at three hos- 
pitals, and psychiatric out-patient clinics at three ; eight 
hospitals are furnished with electrocardiograph apparatus, 
and fifteen oxygen tents are available for the general and 
special hospitals. The staff of these hospitals and insti- 
tutions includes 368 medical officers apart from con- 
Sultants, 253 consultants, 10,540 nurses, 90 pharmacists, 
44 radiographers, and 113 masseurs and masseuses, while 
the pathological services employ a medical and technical 
staff of about 100. A useful hospital map of the county 
is appended. 





INDIA 


Madras Hospitals and Dispensaries . 


The number of civil hospitals and dispensaries in the 
Madras Presidency increased in 1935 by seven, there being 
at the end of that year 1,116 working in rural areas and 
247 in towns. There was an increase also in the total 
of in-patients by about 6 per cent. In his annual report 
for that year Lieut.-Colonel Newcomb, I.M.S., officiating 
surgeon with the Government of Madras, announces with 
satisfaction the growing tendency of women to come to 
medical institutions for maternity relief; in 1935 90,910 
normal and 15,913 abnormal cases of labour were con- 
ducted in them. Thirty-one new antirabic centres were 
opened in the Presidency and twenty-one medical officers 
received special training at the. Pasteur Institute at 
Coonoor, which records that for the third time in its 
twenty-nine years there were no deaths. The Paris fixed 
virus was in use throughout the year, and was in its 958th 
passage at its termination. Patients treated in the Insti- 
tute numbered 535 and at the local centres in Southern 
India 14,084. There were twenty deaths in these centres 
from rabies, of which fourteen occurred among the com- 
pletely treated—a mortality rate of 0.11 per cent. The 
shortest incubation period was thirteen days and the 
longest 231 days ; there were no post-treatment complica- 
tions. The total number of doses of antirabic vaccine 
issued was 192,269, as compared with 169.106 in 1934. 
Steady progress was made in the Presidency in the leprosy 
campaign: thirty-six new clinics were opened during 1935, 
but still more are required by subsidized rural dispensaries, 
The clinical results were better than before in_ those 
patients who persevered with treatment, and enthusiasm 
is consequently growing among the medical practitioners 
as well as among the patients. The new pathology block 
in the Medical College, Madras, was completed, and 
occupied during the year. The total number of surgical 
operations in all institutions was 602,304, with a percentage 
death rate of 0.27, as compared with 0.28 in the preceding 
year. 
Child Welfare in Agra and Oudh 


Dr. K. L. Chaudhri, director of public health for the 
United Provinces of Agra and Oudh, devotes part of his 
report for the year 1935 to the progress made in school 
medical inspection, and emphasizes the importance of 
treatment clinics. It has been found from the experience 
of central school dispensaries in Agra, Allahabad, Cawn- 
pore, Benares, and Lucknow that in addition to the pro- 
vision of treatment facilities for removal of defects of a 
routine nature, the clinics afforded opportunities of paying 
attention to the conditions which needed an “ educational ” 
treatment for follow-up work. From the clinic records 
it was possible to check up the results of treatment 0 
the defectives who had been sorted out at the medical 
inspections, and thus to systematize the subsequent work 
of supervision and treatment. Boys with defective vision 
received attention which could not otherwise have been 
given without considerable interference with their work, 
while those from very poor families were supplied with 
glasses free of cost. Patients with defective teeth and 
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gums were suitably advised and treated. Boys coming 
from the rural areas appeared to have better teeth as 
a rule, the incidence of pyorrhoea being much higher in 
urban areas, where also the prevalence of enlarged tonsils 
was more marked. The records showed that considerable 
manifest improvement followed this careful examination 
and treatment, especially in urban areas, where the 
incidence of mouth breathing was reduced from 3.2 to 
1 per cent., the same level as that in rural areas. The 
school dispensaries also served as a_ sorting-place for 
reference of cases to specialists in hospitals. It is added 
that the most necessary lines of advance in maternity and 
child welfare work in the provinces of Agra and Oudh 
are the education of the public, particularly of mothers, 
in health matters, and the training of indigenous dais n 
clean and normal midwifery, the last-named activity having 
been undertaken on a large scale. Maternity boxes have 
been distributed to many successfully trained candidates. 
The maternity and child welfare work, apart from the 
school medical work, is purely an activity of the Indian 
Red Cross Society, but is controlled by the director of 
health. One child welfare and three new maternity centres 
were opened during the year under review, but there is 
as yet no Red Cross maternity hospital in the United 
Provinces. Public instruction is given on such occasions 
as exhibitions and fairs, and other forms of propaganda 
work are actively conducted. General improvement of 
the health standards of the child population is discernible. 


Correspondence 





Anaesthesia for Perineal Tears 


Sir,—In the Journal of April 10 (p. 753) Dr. Stanley 
Way advocates the use of local anaesthesia for the repair 
of torn perineums. In 1928 (Lancet, 1, 1281) I described 
a similar method in a short article entitled ““A Note on the 
Immediate Suture of the Perineum under Local Anaes- 
thesia.” The only difference between my method and his is 
that | add one drop of a 1 in 1,000 solution of adrenaline 
chloride to each drachm of novocain, and use a 2 per 
cent. instead of a 4 per cent. solution of novocain. The 
method has been in continuous use in both the indoor 
and the outdoor practices of the Obstetric Unit, University 
College Hospital, for the last ten years and has given 
Satisfactory results. As in Dr. Way’s method the hypo- 
dermic needle is introduced through the raw surface and 
never through the skin. We find that the introduction of 
the hypodermic needle is painless if a swab soaked in the 
novocain is first laid against the raw surface for ten 
minutes. 

I consider that an anaesthetic of some kind is always 
necessary for the proper repair of torn perineums, that a 
general anaesthetic is not necessary, and that even in 
hospital it adds very materially to the risk of labour.— 
] am, ete., 


London, W.C.1, April 20. F. J. BROWNE. 


Sir,—With reference to Dr. Stanley Way’s note on the 
repair of the torn perineum (Journal, April 10, p. 753), 
I should like to point out that perineal tears can be 
repaired under the analgesia produced by chloroform 
brisettes. There is no need for the practitioner to give 
the anaesthetic while the midwife repairs the tear, for 
these crushable capsules of twenty minims of chloroform 
can be quite safely administered by the midwife. I am 
still of the opinion that the use of these crushable capsules 
Is the most practical way of giving relief in the majority 
of labour cases not dealt with in hospitals.—I am, etc., 


London, April 25. W. D. Haywarp, M.B., B.Ch. 


Herma phroditism 


Sirn,—Mr. Harold Chapple’s article on his “ female 
man” in the Journal of April 17 (p. 802) is of such in- 
terest and importance that I hope he will be kind enough 
to elucidate certain further details. 

I take it by implication that the three examinations of 
the pelvis which were carried out thoroughly while the 
patient was anaesthetized were performed through the 
(pseudo) vagina. The following questions occur to me: 

1. Has the pelvic cavity in this case ever been examined 
through an abdominal wound? If not— 

2. In what percentage of parous women can an experienced 
gynaecologist detect the ovaries per vaginam? 

3. (The corollary.) Would the failure to detect an ovary 
per vaginam in a woman with a normal vagina lead to the 
conclusion that ovaries are absent? 

4. Would the shortness (3 in.) of the (pseudo) vagina in this 
case at all impede thorough examination of the pelvic cavity? 

5. How often has the coexistence of testicles and ovaries 
been recorded? 

6. Are extrapelvic ovaries ever found? 

7. How would the discovery of ovaries in Mr. Chapple’s 
fatient affect his theoretical conclusions? 

8. | do not grasp the purport of the following sentence: 
“Indeed it appears to me simple to deduce that the superior 
intelligence of the female is the result of her physical dis- 
advantages.” Does “simple” here mean “foolish” or 
“easy ~? Is the intelligence of the female superior to that of 
the male? Is this a scientific fact or a personal opinion? 

9. In what obvious way are homosexual practices damaging 
to the herd in which we live? 1 doubt whether the law should 
have any jurisdiction over homosexuality except to prevent its 
commercialization. 

In the case described by Mr. Chapple there are three 
possibilities : 

(a) The patient is a female and the question of homo- 
sexuality does not arise: or (b) the patient 1s a male and 
comes under the shadow of the law, and the gynaecologist, by 
lengthening the (pseudo) vagina, is implementing a homo- 
sexual practice ; or (c) the sex is indeterminable, in which case 
there is no basis to deal with these problems legally. 

So important are the issues raised by Mr. Chapple’s 
article that 1 hope he will forgive this inquisition.—I am, 
et., 

Beaminster, Dorset, April 20. R. E. Hope Simpson. 

Sir,—In the Journal of April 17 Mr. Harold Chapple 
(p. 802) describes a case which he rightly considers to be 
“of considerable importance in having a direct bearing on 
the problems of sex, its origin, and manifestations. His 
communication is of such importance that I feel a certain 
diffidence, while admiring the presentation of his case, in 
criticizing his conclusions. 

How does Mr. Chapple know that his patient “has no 
Ovarian secretion”? Only one of the lumps was micro- 
scopically examined. We do not know of what nature 
the other one was. Moreover, even the normal “100 per 
cent. male” produces an oestrogenic hormone. In saying 
that the woman had never possessed ovarian tissue at all 
I feel sure that Mr. Chapple goes beyond his observed 
facts. In his last paragraph he displays a stern morality 
which suggests that to the scarlet gown of the doctor he 
has added the ermine tippet of the judge. Even supposing 
that he is right in saying that his patients produce only 
male hormone, he can hardly uphold in the present state of 
our knowledge his view that the behaviour of homosexuals 
“should not be regarded as justifiable on the ground of 
these glandular secretions, nor should it be held that it is 








940 May 1. 1937 


CORRESPONDENCE 


Tue British 
MEDICAL JOURNAL 





impossible for them to learn and cultivate an adequate 
control.” 

May I suggest that he shoulda bear in mind the possible 
influence of other parts of the endocrine system, especially 
the adrenals (Broster and Vines: Journal, March 27, 
p. 662), before he convinces himself that these unfortunates 
should be “ dealt with drastically by the law—and justly 
so—for the obvious benefit of the herd in which we live.” 
—I am, etc., 


Oxford, April 24. RAYMOND GREENE. 


Angina and Coronary Disease 


Sir,—The recent correspondence on this subject in the 
Journal prompts me to ask cardiologists two questions: 
(1) Is there any connexion between coronary occlusion 
and diabetes? (2) Is there any connexion between 
coronary occlusion and nicotine poisoning? After all, in 
diabetes we have a predisposing condition to arterial de- 
generation and thrombosis, and in nicotine poisoning we 
often encounter endarteritis of the vessels of the leg. 

Mass statistics are needed to ascertain the exact patho- 
logical factors concerned in disease of the coronary vessels, 
since treatment is of little use in the vast majority of cases. 
The number of men who die suddenly of coronary occlu- 
sion is appalling ; yet the number of women who so die 
is small. Why? It would indeed seem difficult for a 
man nowadays to survive beyond the years 55-60. Much 
as in gynaecology, where the study of the pelvis has moved 
to the pituitary, perhaps we shall see a breadth of vision 
in which the aspect of cardiology under discussion will 
move from the electrocardiograph and be investigated on 
an aetiological and pathological basis.—I am, etc., 


London, S.W.5, April 23. JoHN H. Hannan, M.D. 


Angina Pectoris : Functional or Organic ? 


Sir,—May I suggest that it is a mistake to talk of two 
kinds of angina pectoris—functional and organic. 

In several cases recently described by your corre- 
spondents, and in others of which I have personal know- 
ledge, able consultants diagnosed “functional angina.” 
The results proved that “the reverse was the case.” I 
suggest that there is only one kind of angina pectoris, the 
difference in results being due to the presence or absence 
of heart disease. . 

A storm sweeping over a wood brings down the diseased 
branches ; the healthy ones remain.—I am, etc., 


London, W., April 23. J. McNamara, M.D. 


The State of the Public Health 


Sir,—In his last annual report the Chief Medical Officer 
of the Ministry of Health drew attention to the increased 
consumption of medicine by the insured, and states that 
by the variation between different areas the conclusion 
appears plain that in some areas insured persons have 
acquired the habit of medicine drinking, which the practi- 
tioners in these areas appear reluctant to control. One 
would suggest that there may be an explanation which 
need not cast any aspersions on the doctor or his patient. 

The individual is affected by certain ailments which, in 
a rough way, he has divided into two classes—of major 
and minor maladies. The major malady is a threat to his 
life and physique, and from time immemorial he has 
resorted to the care of those professing the art of healing. 
It is to deal with this type of malady that hospitals have 
been equipped and medical staffs trained. Then there is 


the minor malady. Here he has usually his own ideas of 
cause and treatment. He expects recovery in a short 
space of time. He may think that a bottle of medicine 
may hasten recovery, but he does not make a fetish of it ; 
nevertheless, the insured person, having been compelled 
to pay, feels no compunction in asking for a bottle to 
hasten relief. The latter type of malady is the common 
type among insured persons. Is the increased consump- 
tion of medicine an indication that there is a real increase 
in the minor malady, or is it only an apparent increase, as 
the Chief Medical Officer infers? 


The increase may be real. This probability was revealed 
a year or two ago when testing a hypothesis related to these 
maladies. An analysis was made of the complaints among 
3.000 insured persons over a period of fifteen years, for such 
time as they were under my care, and the 3,000th had been 
attended for the first time five years previously. The analysis 
was accomplished by mechanical methods and not by reading 
the histories. Initially it was meant to discover whether there 
were individuals whose maladies were characteristically “ pain- 
free ~ and individuals whose maladies were characteristically 
“ painful.” It was found that 468 patients had attended with 
complaints free from pain; many of them on occasions had 
complained of pain also, but this was never the only symptom. 
On the other hand, 465 had attended with pain as the only 
symptom. In many of these pain was at times associated with 
other symptoms, but they had never complained of symptoms 
unassociated with pain. The balance of the numbers was 
unexpected, for it was presumed that the relationship would 
be at least three to two, and | have found a similar impression 
among my medical friends—that the patients who come com- 
plaining of the minor symptoms of a cold or minor digestive 
derangements are more common than those who attend because 
of pain. This is distinct from certification for incapacity. 
Part of the explanation would appear to be that the patient 
with the “ pain-free” type of malady is the more frequent 
Visitor at the surgery. Studies of types have revealed certain 
differences, both in the appearance of the patients and in their 
subsequent histories. The former—that is, the “ pain-free” 
—is better nourished and healthier looking than the latter, so 
much so that with a little experience one should be able to 
suspect the type of complaint. If the patient belongs to the 
former type it is fairly safe to assume that there will be a 
recovery in a short space of time ; that there will be a tendency 
to recurrence ; but that so long as there is the recurrence there 
will be little liability to develop any major malady. This latter 
statement is made on the evidence of a previous investigation 
on all cases of fatal illness. The latter—that is, the “ pain 
type ’—is usually the type from which patients are selected 
for hospital investigation or treatment. There is a tendency 
for certain individuals to pass from one class to the other, 
and it would appear that in some cases this can be accom- 
plished by voluntary effort. When this happens there are 
modifications in the type of complaint and in the reaction to 
the influenzal phenomenon. 

Is there any reason why the raising or lowering of the general 
standard of the nourishment of the community should not 
lead to similar alterations of type? It may be that the raising 
of the general standard of nourishment, while lowering the 
tendency to major diseases, increases the tendency to the de- 
velopment of the “ well-nourished type” of complaint, and 
so to an increase in the national drug bill. 

It might be argued that disciplinary action against the doctors 
would be justified, there being unnecessary waste of medicine 
on a type of malady which tends to spontaneous cure and 
little incapacity, but the analysis revealed that the “ pain-free” 
type had a much greater incidence of cancer. This might be 
a coincidence—I do not think it is—but the issues are so grave, 
and the considerations of associated phenomena so involved, 
that comment on this aspect of the investigation might defeat 
the object of this letter. It however leads one to the idea 
that these minor maladies do not predispose to cancer, but 
may be taken as the indications of a tendency towards 4 
“state.” If such should be the case, then something of prac- 
tical value might emerge from special studies of what really 
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constitutes the major portion of everyday panel work. The 
opportunity to study this has come through certain unique 
features of. the practitioners’ work under the National Insur- 
ance Act. These features have manifested themselves in “ the 
bottle-of-medicine habit,” and so long as there is an increase 
o! cancer it would seem to be the wiser course not to interfere 


. with the habit and to suspend judgement of the panel doctors. 


—I am, etc., 
Halifax, April 22. A. GARVIE. 


Auditory Nerve Section 


Sir,—Unfortunately my article (Journal, March 27, p. 
660) was worded so as to be capable of misinterpretation ; 
where it was suggested that a graduated retractor be used 
I had in mind the operative exposure as now practised. 
The use of a “cranioscope ” was advocated so that the 
trauma of the now accepted operation might be further 
minimized. It will be remembered that the calibre of that 
instrument is of the order of 1/2 inch by 3/16 inch, and a 
trephine hole of 3/4 inch would be sufficient for its 
introduction. 

It seems to me that Mr. Pattison’s criticism of the use 
of the “cranioscope” as not being so precise as the 
accepted method (April 17, p. 834) could be overcome by 
having a technically perfect instrument. Modern surgery 
has failed to collaborate closely with the engineer, the 
physicist, and other ancillary craftsmen. With their help 
the time should not be far distant when the cranial aspect 
of the cerebral cortex will be photographed, provided that 
the physicist can produce a system of lenses enclosed in 
a thin metal wafer which when introduced into the sub- 
dural space could be guided by a powerful external magnet 
over the accessible parts of ihe cortex.—I am, etc., 


Longtown, Cumberland, April 19. R. RUTHERFORD. 


Streptococcal Tonsillitis and Cervical Cellulitis 
Treated with Prontosil 


Sir,—I have read with interest letters cn prontosil in 
the Journal of February 27 (p. 472) and again on March 
13 (p. 584). I believe the following case, successfully 
treated with prontosil, is also worthy of record. 


A doctor aged 30 complained of acute follicular tonsillitis. 
A swab taken from the throat showed streptococci. Purga- 
tion, gargling, anti-streptococcal serum, salicylates and other 
antipyretics, and inhalations were tried, but with no effect. 
The temperature remained at 103° F. and the condition was 
complicated by a severe and rapidly spreading cellulitis of 
the neck, with some obstruction to respiration. There were 
casts in the urine and excessive albuminuria, with general 
aches and severe pains. Finally all treatment was stopped 
and injections of prontosil were begun, 10 c.cm. being given 
daily intramuscularly. Improvement was rapid and progres- 
sive. The temperature fell to normal and the pains dis- 
appeared after the third injection; the swelling of the neck 
Completely subsided after the fifth injection, and full recovery 
followed in a week’s time. No prontosil tablets were given 
as the patient could not swallow. 

-~I am, ete., 

Minia Government Hospital, Issa SALAMA, M.B., B.Ch. 

Egypt, April 4. 


Birching of Children 


Sir,—What all the writers on this subject have over- 
looked is the time lag that occurs in cases of judicial 
birching. This is the weak part of the system. The 
young offender is the cynosure of his companions while 
awaiting trial; by the time the trial comes on he is a 


demigod, and after receiving his punishment he is a hero 
amongst his fellows. Unless the punishment follows 
quickly on the crime harm may result. Where the punish- 
ment is meted out promptly, as in school or domestic 
whippings, no harm occurs. There is at present a fashion 
of psycho-analysis, not always well directed. 

If the rod were more used and at an earlier age we 
should probably see the beneficial results that are to be 
noted in the case of families where it has been or is being 
used.—I am, etc., 


Weobley, Herefordshire, April 25. JOHN S. CLARKE, M.B. 


The Health of Metropolitan Man 


S1rR,—I doubt the propriety of any layman writing to the 
British Medical Journal, but in view of the compliment 
you paid me with a two-column article on my _ bcok, 
Metropolitan Man, 1 will leave you to decide whether a 
word from me may in fairness be offered on the question 
of accuracy of quotation. 

Your ccntributor states: “ Tuberculosis has been a 
steadily decreasing disease. . . . Readers of Metropolitan 
Man might well conclude that the exact contrary is the 
case. ... Nota line or a word of Mr. Sinclair’s would lead 
any reader to suspect .. . progress on this astonishing 
scale....° I state at pages 20, 29, 30, and 87: “In the 
age of the slow conquest of tuberculosis. . . . The battle 
against tuberculosis is making progress. . . . Deaths from ~ 
tuberculosis have sharply decreased in number in the past 
generation. . . . Relatively [concerning tuberculosis] we are 
healthier. . . . Tuberculosis, still a slum disease in spite of 
its steady retreat... .” 

I am accused of “ making great play ~ of increased mor- 
tality in a female age group. In fact the subject receives _ 
a total of five and a haif lines (pp. 20 and 30) in a 130,000- 
word book. I do not, as your contributor states, refer in 
this connexion to a rise in mortality in an isolated year. IL 
refer solely to a rise for this age group over a period of 
twenty years, and I give as reference the 1931 Report of 
the L.C.C. Medical Officer, who deals fully with the 
problem in a number of tables. 

Suicide. Ycur contributor has linked my suicide figures 
with a year of his own choosing and a smaller area of his 
own choosing, which centains only half the population of 
modern London. When my book went to press the last 
year for which full figures were available for Inner and 
Outer London and the Provinces (with which I make ccom- 
parison) was 1934. After a full analysis (p. 45), with 
references (p. 329), I state (p. 45): “ Unless something 
happens to deflect the suicide line which has been rising 
for years on the graph of London, 57,000 people who are 
alive at this moment in the inner county are predestined 
to suicide, or 90,000 in Greater London (the rate is lower 
in the outer suburbs).” 

Maternity mortality. I rejoice with your contributor 
that the 1935 rate was “ the lowest on record,” but I had 
preferably to accept the conservative view of the L.C.C. 
Medical Officer who, in his 1935 report (p. 19), says of 
this very point: “ Owing to the smallness of the figures 
the rates for a single year may be misleading.” He adds 
that the average for recent years shows an increased 
mortality rate. 

Perhaps I have said enough to show that a book is not 
always what it seems in a review. A main argument of 
my book is indeed (p. 90 and elsewhere) that preventive 
medicine, faced with a complacent and ignorant public, 
is entitled to more support, more opportunities, and more 
money.—lI am, etc., 


London, N.W.1, April 18. ROBERT SINCLAIR. 
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Research in Mental Hospitals 


Sir,—In an annotation on London’s mental hospital 
service in your issue of April 24 (p. 872) Dr. Golla is 
quoted as follows: ‘ The work (of research) continues to 
be patchy in its distribution,” and “in certain institutions 
there is a spirit of inquiry among the medical staff that is 
lacking in others with equally good facilities for investi- 
gation.” 

In spite of the recent substitution of the term “ mental 
hospital” for “asylum,” the primary purpose of these 
hospitals remains the same—the treatment, care, and 
comfort of persons of disordered mind. According to 
authoritative opinion and modern conceptions of mental 
hospital practice and treatment, such hospitals are still 
grossly understaffed. Such staffs as are available have as 
much as they can do in tackling the minimum basic routine 
of clinical, surgical, and other work that is necessary for 
the patients. Such work, we venture to say, is of a wider 
range and of a higher quality than the average general 
practitioner is in a position to carry out. In confirmation 
we need only refer to an editorial in the Lancet of July 
18, 1936, under the heading “ Medical Staffing in Mental 
Hospitals.” In view of this fact we suggest that such 
research can only be carried out at the expense of the 
patients’ welfare. It would be interesting, and not diffi- 
cult, to investigate whether the standard of routine treat- 
ment is not, in fact, higher in hospitals where such 
research does not flourish. Some of us, incidentally, 
question the value of much that passes for research. Too 
often it would seem to add more to the researcher's 
chances of promotion in the eyes of promoting bodies who 
have been bitten by the research *“ bug™ than to mental 
science. In any case, until the staffing of mental hospitals 
becomes more adequate to modern needs we would suggest 
that we must devote our energies to the primary purpose 
of the mental hospital—treatment of the patient. We 
might usefully leave research, great though our interest 
in it be, to those psychopathic hospitals that are suitably 
staffed, equipped, and constituted for the purpose.—We 
are, etc., 


‘ 


SEVERAL L.C.C. MENTAL HOSPITAL 


April 26. MEDICAL OFFICERS. 


Why “‘ Nocifensor ”’ ? 


Sir,—I thank “Lucifer” and “ Peter Shaw” for their 
good-humoured replies to my letter, but must not waste 
your space, which I might do extensively by discussing the 
words they refer to. My knowledge of the classic 
languages is only moderate, but it suffices to fill me 
with respect for them; their exquisite scientific structure 
appeals to me as a scientist, and, considering what our 
language owes to them, I am ashamed of the outrage 
which is persistently done by the invention of barbarous 
compounds. 

1 hold that the Latinist would have used the stem 
nocu- in compounding with -fensor. He would not have 
pronounced it in the English way, for the short wu in Latin 
had an obscure sound, perhaps resembling that of u in 
locum, pronounced as in English. Neither would he have 
pronounced nocifensor in the English way. In any case, 
if we pretend to derive new terms from the classical 
languages we should take care to be sure of our methods. 


—I am, etc., 


Shepton Mallet, April 23. F. J. ALLEN. 


Obituary 








JOHN LUKE JACKSON, M.B. 


Dr. John Luke Jackson, medical superintendent of Knowle 
Mental Hospital, Fareham, Hants, died on April 5. He 
was a son of the late Rev. John Jackson, D.D., of 
Ballycastle, and studied medicine at Queen’s University, 
Belfast, graduating M.B., B.Ch., and B.A.O., with 
honours, in 1910. After a hospital post and a short period 
in general practice he was in 1912 appointed as a medical 
officer at Knowle Mental Hospital. At the outbreak of 
war he volunteered for the R.A.M.C. and saw service in 
France, Egypt, and Gallipoli. He was for a time a prisoner 
of war in Germany. He was twice mentioned in dispatches, 
was awarded the French Croix de Guerre in November 
1918, and attained the rank of major. In 1922 he became 
medical superintendent of Knowle Mental Hospital, and 
in 1931 was appointed principal medical adviser to the 
Hants Joint Mental Health Institutions Committee. Dr. 
Jackson was a member of the Royal Medico-Psychological 
Association, and joined the British Medical Association 
immediately after graduation. At the Annual Meeting in 
Portsmouth in 1923 he was honorary secretary of the 
Section of Neurology and Psychological Medicine. 

Dr. W. H. Lamplough writes: The members of the 
Medical Golfing Society will hear of the death of John 
Jackson with deep regret. He was a member of the 
society for the last fourteen years and rarely missed a 
meeting, where his obvious friendliness, sense of humour, 
and boyish enthusiasm made him many friends. No day 
was too long for him, and at these moments of general 
relaxation from the cares of our profession his gaiety was 
infectious to all. He had been a member of the Hayling 
Golf Club since 1919, and a most capable captain for 
three years. He was a past holder of the Hampshire 
championship. A man of quick and courageous decisions, 
he was a born administrator, and as medical superin- 
tendent of Knowle Asylum and in charge of mental 


clinics throughout the county he had ample opportunity . 


for exercising his undoubted talents and unbounded 
energy. Less than three weeks before I write these lines 
he was among us, in apparently the best of health and 
spirits, happy in his work and play and devoted to his 
family. His passing will be a sad loss to many, as it 
is given to few to command the affection of his fellow 
men to such a high degree as did John Jackson. 


The sudden death from pneumonia of Dr. ROBERT 
ANDERSON, jun., of Erdington, Birmingham, at the early 
age of 33, has come as a sad blow, not only to his 
family but to a wide circle of patients, colleagues, and 
friends. Anderson left Repton School to study medicine 
at Trinity College, Cambridge, at Birmingham University, 
and at the Rotunda Hospital, Dublin. He qualified with 
the B.Chir. and M.R.C.S., L.R.C.P., and gained the Senior 
Clinical Medical in Obstetrics at the Birmingham medical 
school. Seven years ago Anderson joined his father in 
practice in Erdington, after having held resident posts 
as house-surgeon, house-physician, and obstetric house- 
surgeon at the Birmingham General and Queen’s Hos- 
pitals. His career was one of great promise (writes H. F.). 
When at Cambridge he was a keen member of First 
Trinity. He followed up his experience in the Cam- 
bridge University O.T.C. by taking a commission in the 
R.A.M.C. (T.A.), and attained the rank of captain. His 
personal qualities were of an exceptionally high order. 
He was an indefatigable worker, and even as a young 
man his attractive personality and his capacity for sym- 
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pathetic understanding of the patient’s point of view 
quickly established him as an exceedingly valuable prac- 
titioner. When he entered the old-established practice, 
which had been carried on by his father for thirty years, 
Anderson was already well known in the district, and he 
speedily attained a leading position. In the 48th (South 
Midland) Divisional R.A.M.C. his work was distinguished 
by enthusiasm and by soldierly qualities of ability and 
self-reliance. In the efforts which have been made during 
recent months to bring the Territorial Army up to 
strength and to encourage a high standard of efficiency 
Anderson has been untiring. To his widow, his mother, 
and his father we add our tribute of sympathy to those 
which have already been accorded by many from all 
sections of the community in Birmingham and elsewhere. 


Dr. RoBert LYALL Gutureie,H.M.coroner for the Eastern 
District of the County of London, died at his home at 
Wimbledon on April 13. He was born in December, 1867, 
at Dundee, and was educated at Edinburgh University, 
graduating M.B., C.M. in 1892, and proceeding to the 
M.A. and M.D. degrees in 1901, two years after being 
called to the Bar by the Middle Temple. From 1903 to 
1914 he was deputy coroner for North-East London. Then 
during 1915 he served in France as medical officer in the 
Royal Field Artillery, later taking command of the 
Fulham Military Hospital, and after that becoming 
lizutenant-colonel in charge and commandant of the 
Belmont Prisoners of War Hospital. For his war services 
he was awarded the O.B.E. On returning to civil life 
Dr. Guthrie was appointed coroner for the district in 
which he had been deputy. He had long been a member 
of the Coroners’ Society, and was for some time treasurer 
of the London and Counties Medical Protection Society. 
In carrying out the work of his court he displayed a 
high sense of duty and was ever regardful of the feelings 
of others. 


We regret to announce the death on April 10, after 
a short illness, of Dr. JOHN GALLETLY of Bourne, Lincs, 
at the age of 75. He graduated at his native city of 
Edinburgh, as M.A. Ed. in 1881, and then, after a year 
at Marburg, returned to take his M.B. and C.M. degrees 
in 1886. He spent six months in Vienna before finally 
settling down in South Lincs, where he practised for forty- 
eight years. He took his D.P.H.Camb. in 1895, and was 
appointed M.O.H. for Bourne Rural District in 1907, after 
the Mivart report on the conditions there prevailing. 
Thanks largely to many years of patient effort on his part 
this area was transformed from the worst district to the 
best in the county. Housing, water supplies, and an 
isolation hospital were all going forward before the war, 
and the ground was thus ready for the intensive drive of 
pest-war years. Dr. Galletly was medical officer to the 
Bourne County Institution, to the Post Office, the Bourne 
Cottage Hospital, certifying factory surgeon, and for a 
few years before he retired from public health work 
Medical officer of health to the Bourne Urban District 
Council. He was made a J.P. in 1917, and during the 
War, together with his colleague in the town, staffed the 
local V.A.D. hospital. A scholar by nature and training, 
Dr. Galletly was one of the old school of family doctors, 
cevoted to work, and finding in it his hobby. He gave 
his patients of his best with untiring zeal, but was always 
Impatient of humbug and conceit. Though of a retiring 
disposition, his kindliness, integrity, and generosity made 
‘ma friend of all who came to seek his help. He had 
been a member of the British Medical Association for 
Over forty years. 


News has been received of the death on April 21 at 
Illovo, Johannesburg, of Dr. FRANK BURNAND Mupp, 
younger son of the late Dr. Barrington Mudd of Storring- 
ton, Sussex. Frank Mudd studied medicine at the Middle- 
sex Hospital, and after qualifying as M.R.C.S., L.R.C.P. 
im 1897 settled in the Transvaal, where he became 
Prominent as an anaesthetist, contributing papers on this 





subject to the Transvaal Medical Journal in 1913 and to 
the South African Medical Congress of 1928. He joined 
the British Medical Association in 1912 and was for two 
years honorary treasurer of the Witwatersrand Branch. 
At the time of his death he was senior anaesthetist to the 
Johannesburg Hospital, lecturer on anaesthetics in the 
Witwatersrand University, and major in the Reserve of 
Officers of the South African Medical Corps. 


Dr. HERBERT VICTOR HorsFALt of Otley, Yorks, died 
on April 18, aged 42. He came of a Halifax family and 
studied medicine in Leeds, graduating M.B. and Ch.B. at 
the University in 1917. During the war he served as 
medical officer to a combatant unit in East Africa with 
the rank of captain, and on returning to civil life took 
up practice at Otley, where he recently succeeded his 
senior partner, Dr. Galloway, as medical officer to the 
county council institution known as New Hail Infirmary. 
Dr. Horsfall had been a member of the British Medical 
Association since 1918. He leaves a widow and two 
children. 











Universities and Colleges 





UNIVERSITY OF OXFORD 


John Chassar Moir, M.D., F.R.C.S.Ed., reader in obstetrics 
and gynaecology in the University of London and assistant 
director of the Department of Obstetrics and Gynaecology 
at the British Post-Graduate Medical School, has been 
appointed Nuffield Professor of Obstetrics and Gynaecoiogy 
from October 1, 1937. 


Schorstein Research Fellowship in Medical Science, 1937 

The Board of the Faculty of Medicine will make an election 
to the above Fellowship in June if a candidate of sufficient 
merit presents himself. The Fellowship, of the value of £39090, 
will be tenable for one year from October 1 in any medical 
department or institute at Oxford, under such regulations as 
the Board may approve. Candidates must be graduate mem- 
bers of the University, holding a registrable medical qualifica- 
tion, and must be under 35 years of age on October 1. Candi- 
dates must submit their applications to the Dean of the Medical 
School, University Museum, not later than Monday, May 3. 
Each must submit evidence of age, testimonials (three copies) 
or names of referees, a statement of his career. and a statement 
of the department of medical science in which he proposes 
to research. 


UNIVERSITY OF CAMBRIDGE 


Applications for the Marmaduke Sheild Scholarship in Human 
Anatomy are to be sent to the Registrary on or before May 
20 in the present term. The award will be made towards the 
end of June. Those eligible are such undergraduates of not 
more than three years’ standing from matriculation, and such 
Bachelors of Arts of not more than four years’ standing from 
matriculation, as have passed Part II of the Second M.B. 
Examination or done the equivalent of so passing and have 
also obtained honours in Part I of the Natural Sciences Tripos 
with anatomy as one of their subjects. Women also are 
eligible. The awarders will take into consideration not only 
candidates’ performance in examinations in anatomy, but 
also reports by the staff of the Department of Anatomy. The 
scholarship is normally tenable for a year trom the date of 
the award, but a scholar may be re-elected for a second year, 
whether he satisfies the rules of standing for a first election or 
not. The emolument of the scholarship is £100 a year. 


The title of the degree of M.B. was conferred by diploma 
during March on Mrs. E. M. P. Wilson of Newnham College. 


UNIVERSITY OF LONDON 
LONDON HospitaL MEDICAL COLLEGE 


A course of three lectures on “ The Chemistry of the Caro- 
tenoids and Vitamin A will be given in the chemistry lecture 
theatre of the Imperial College of Science and Technology, 
Imperial Institute Road, South Kensington, S.W., by Professor 
I. M. Heilbron, F.R.S.. on May 24, 25, and 26, at $.30 p.m. 
The lectures. which will be illustrated with lantern slides, are 
addressed to students of the University and to others interested 
in the subject. Admission is free, without ticket. 
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In a notice in our advertisement columns this week the 
Senate of the University of London invites applications for the 
University Chair of Bacteriology, tenable at University College 
Hospital Medical School, at a salary of £1,000 per annum, 
Applications must be received by the Academic Registrar of 
the University, Bloomsbury, W.C.1, by May 14. 


The first Open Entrance Scholarship for 1937-8, value £100, 
has been awarded to R. R. Hunter (Caius College, Cambridge). 
Approx. Accessit: J. FP. Smith (St. John’s College, Cambridge). 

UNIVERSITY OF GLASGOW 
A graduation ceremony was held on Apri! 24, when the 
following degrees, among others, were conferred: 

M.D.—?tAnnie R. Chalmers, *D. K. Mel. Chalmers, TE. 
Cochrane (in absentia),t+J. A. M. Hall, +D. W. Hendry, tW. Telfer, 
S. M. Laird, J. S. McNair (in absentia). 

M.B., Cu.B—*R. B. Wright, tl. C. Wilson, M. O. Alakija, 
I. A. McM. Beaton, W. Begg, S. A. Bond, J. M. Brown, 
R. Browning, B. Camber, Annie Cameron, D. A. Cannon, 
H. Carnovsky, J. Cassells, W. J. Christie, Isabel S. Craig, W. Cross, 
J. M. Cuthbert, A. L. Dick, A. Donald, Muriel F. Frew, C. R. 
George, W. E. Gifford, A. M. Gilchrist, D. R. Gorrie, J. D. P. 
Graham, R. F. Hand, C.. Hecht, Violet M. M. Howat, Mary 
McL. C. V. Howie, J. B. Hurll, A. Jack, M. [. Krischer, O. P. D. 
Lawson, J. C. Liddle, B. D. Ling, J. Loudon, J. M. McBride, 
A. H. McDougall, J. C. MacIntosh, W. W. W. McNeish, A. M. 
Maiden, W. W. Millen, W. N. Miller, D. N. B. Morrison, 
K. Murray, W. G. Oman, J. R. Preston, P. A. Rodger, D. C. 
Russell, J. Shapiro, R. Smith, A. N. Stirling, [. Stoll, Irma M. A. 
fhomson, J. D. Uytman, J. Y. Walker, Alexandra C. Watson, D. C. 
Wiseman. 

* With honours. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 

OF GLASGOW 
At a meeting of the Royal Faculty of Physicians and 
Surgeons of Glasgow, held on April 5, with the president, 
Professor Archibald Young, in the chair, the following were 
admitted Fellows of Faculty: Andrew Girdwood Fergusson, 
M.B., Ch.B., Thomas Landles Gordon, M.B., Ch.B.. Donald 
Valsler Marshall, M.B., Ch.B., Arthur Maclennan Sutherland, 
M.B., Ch.B. 


+ With commendation. 


The Services 





HONORARY SURGEON TO THE KING 
Major-General H. H. A. Emerson, D.S.O., has been appointed 
Honorary Surgeon to the King in place of Major-General 
FitzG. G. FitzGerald, C.B.. D.S.O., who has been placed on 
retired pay. 

INDIAN MEDICAL SERVICE 
SPECIAL CORONATION DINNER 


The annual dinner of the Indian Medical Service will be held 
at the Trocadero Restaurant, London, on Wednesday, June 16, 
at 7.15 p.m., when Brevet Colonel Sir Rickard Christophers, 
C.LE., O.B.E.. F.R.S., will preside. Officers can arrange to 
sit near their friends, and separate tables to seat eight will be 
provided. Tickets may be obtained from the joint honorary 
secretary, Major Sir Thomas Carey Evans, Hammersmith 
Hospital, Ducane Road, London, W.12. 


DEATHS IN THE SERVICES 

Surgeon Captain HUGH PRIDEAUX TURNBULL, R.N, (retired), 
died at Southsea, after an operation, on April Il. He was 
educated at St. George's, and after taking the M.R.C.S. and 
L.R.C.P.Lond. in 1897 entered the Navy. He became surgeon 
commander on May 25, 1911, and retired. with an honorary 
step of rank as surgeon captain, on January 1, 1924. He 
served throughout the war of 1914-18. receiving the medals. 
He had been a member of the British Medical Association 
since 1900, 


Captain Nisak MunamMap Durrant, Indian Medical Service. 
was killed in action in the recent fighting in South Waziristan, 
on the North-West Frontier of India, near Jandoha, on Apvril 
9, aged 31. He was born on January 1, 1906, was educated 


at the Punjab University and London Hospital, and took the 
M.R.C.S. and L.R.C.P.Lond. in 1932. He received a tem- 
porary commission as leutenant in the 1.M.S. on February , 
1935, 
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RECOVERY OF FEES 


A medical man is, generally speaking, entitled to a reason- 
able fee, and the question of what is reasonable has often 
been discussed by the courts in various circumstances. 
On March 17 two medical partners of Worthing claimed 
in the Worthing County Court £33 15s. 6d. from the 
father of a Cobham patient for professional services 
rendered between August, 1933, and June, 1936. The 
defendant had paid £15 into court, together with three 
guineas costs, with a denial of further liability. He said 
in his defence that the fees charged were exorbitant and 
unfair, and that he had already paid more than enough. 
One of the partners said that the illness had been serious 
with unusual complications and that the defendant was 
well off, with a house at Hampstead and another by 
the sea at Ferring. In crcss-examination he agreed that 
if he had visited a similar class of house in Worthing 
he would only have charged half a guinea, but said that 
he had had to travel for an extra half-hour, and there- 
fore had charged a guinea a visit. The defendant said 
in evidence that no fee had been agreed, but that he 
had expected from his previous experience to pay half 
a guinea a visit. The judge said that on the evidence 
a guinea a visit Was not unreasonable, and gave judge- 
ment accordingly with costs. 


LEAVE TO SUE A MENTAL HOSPITALS BOARD 


By the Mental Treatment Act, 1930, S. 16, anyone who 
wishes to bring an action against any person in respect 
of procedure carried out under the Act must satisfy the 
court that there are good reasons for alleging that that 
person acted in bad faith or without reasonable care. 

A husband and wife recently applied to Mr. Justice Talbot, 
sitting in chambers, for leave to bring an action against the 
Lancashire Mental Hospitals Board and two members of the 
medical staff of one of its institutions for negligence in a!low- 
ing a certain mental patient out on licence. The patient had, 
while on licence, attempted to murder the wife by striking her 
on the head with a piece of wood. At the trial at assizes the 
medical sunerintendent said that the prisoner was a moral 
defective, a person of violent and dangerous propensities who 
ought not to be at liberty ; that he himself was not responsible 
for granting the licence, and that any two managers of the 
institution could write an order of release without the advice 
of the medical staff. Mr, Justice Finlay ordered the prisoner 
to be detained at another institution. 

Mr. Justice Talbot came to the conclusion that there was 
substantial ground for alleging absence of reasonable care, 
and in the exercise of his discretion gave leave to bring the 
action. The Lancashire Board and the two medical officers 
appealed. and at the hearing betore the Court of Appeal 
counsel for the board said that the occurrence had been a 
most lamentable one, but those resvonsible for the patient 
had observed him themselves, had a rerori from the institu- 
tion, and been satisfied that his behaviour was excellent and 
that he was working. Counsel for the husband and wife 
contended that the Court of Arreal should not interfere with 
the discretion of Mr. Justice Talbot. as the board had not 
shown that he had exercised his discretion wrongly. Counsel 
also pointed out that the order for release on licence had been 
signed by the deputy medical superintendent. and that the 
Act provided that no one but the medical superintendent had 
authority to sign it. Counsel for the board replied that even 
if the board’s rules had not been approved by the Board of 
Control they were protected by Section 16 of the Act. which 
provides that a person shall not be hable to proceedings on 
the ground of want of jurisdiction or any other ground, 
unless he has acted in bad faith or negligently. He contended 





* British Medical Journal, 1936, 2, 1010. 








In t 
any 
Just! 


entit 
Injuy 











May 1, 1937 


MEDICO-LEGAL 


ee ee a wee 





THE BRITISH 945 
4+) 
MEDICAL JOURNAL 





that the licence was valid. Lord Justice Slesser, the president 
of the court, remarked that the court was oniy concerned with 
the auestion whether there was substantial ground for con- 
tending that the board acted without reasonable care, in that 
the oflicer who ordered the patient to be released had no power 
to do so. The validity of the licence. he said, only arose in 
relation to the Guestion of whether reasonable care had been 
taken. The court decided that Mr. Justice Talbot was right 
in giving leave to bring an action. This decision, of course, 
does not in any way extend to the merits of the action if and 
when it is brought. 


A PERFORATED EAR DRUM 


A lady who suffered from irritation in her left ear was 
advised by her doctor to clean the inside of the ear 
every day with a pledget of cotton-wool on the blunt 
end of an orange stick, dipped in almond oil. She did 
this for several years, but one day left the cotton-wool 
inside the ear. As she could not get it out she con- 
sulted another medical man. According to her account, 
in attempting to remove the pledget with forceps he 
caused a severe rupture of the drum. This was treated by 
an aural surgeon, but hearing was permanently impaired. 

The patient sued the doctor for negligence, and said in 
evidence that he had taken off his forehead mirror and 
tried to extract the cotton-wool without it. The operation 
had caused great pain, and she had shrieked and sud- 
denly become deaf in that ear. He had used the forceps 
again, producing the same pain, and had then syringed 
the ear with warm water. She had become violently 
gicdy and lost consciousness for a moment. The doctor, 
on the other hand, said that the piece of wool was stuck 
to the drum: he had put on a head-lamp which gave 
perfect illumination; the patient had not shrieked, but 
had complained of some pain; she had a _ particularly 
sensitive ear, and the cotton-wool was stuck: he had 
syringed out the wool and the patient had not fainted. 
He had found the drum perforated. 

Mr. Justice Greaves-Lord, in giving judgement, re- 
marked that the patient had to prove that the injury was 
due to failure by the doctor to use competent and 
ordinary care and skill. It was, he said, extremely im- 
portant that doctors, who after education took upon 
themselves duties requiring great care, attention, and skill, 
shou'td perform those duties with reasonable competence. 
Equally it was extremely important—so important that 
the whole fabric of the law depended upen it—that no 
negligence should be inferred unless it was proved beyond 
reasonable doubt, such as an ordinary man would act upon 
in his own business. This requirement made it extremely 
dificult for any plaintiff to prove his case. At first biush 
one might say that perforation of an ear drum in a 
mere attempt to take out a piece of cotton-wool sounded 
like gross carelessness and nothing else. The answer, 
however, was not so easy as that, because obviously some- 
thing might quite possibly have taken place during the 
Operation without gross negligence to account for the 
perforation. He had to be satisfied that nothing of that 
kind had taken place. The slight movement that would 
be necessary to cause the injury might be made without 
an honest witness recollecting it, and it was extremely 
difficult to say that nothing of the kind had occurred. 
On the other hand, the possibility of injury being suffered 
in the removal of a small piece of cotton-wool without 
any neglect by the doctor was so great that he was not 
justified in concluding, without positive evidence, that a 
negligent act had been performed. He therefore dismissed 
the action with costs. 

The judgement, besides repeating in the clearest terms 
the ordinary principles of law governing actions for 
Negligence against doctors, is a useful reminder that an 
injury suffered in the course of treatment is not in itself 
proot of negligence, and that an injured patient is not 
entitled to compensation merely because he has been 
injured. 


MANCHESTER MEDICO-LEGAL SOCIETY 


The Manchester and District Medico-Legal Society, which 
was founded towards the end of last year, held its 
inaugural dinner at the Nanchester Reform Club cn 
April 17, and an account of the proceedings has appeared 
in the columns of the Manchester Guardian. The presi- 
dent, Judge T. B. Leigh, was in the chair, and the speakers 
included the patron, Mr. Justice Singleton, Dr. Ainsworth 
Mitchell, president of the Medico-Legal Society of 
London, Sir William Willcox, president of the Medical 
Society of London, and Dr. G. Roche Lynch, president cf 
the Society of Public Analysts, and other analytical 
chemists. Judge Leigh, speaking of the antagonism and 
misunderstanding that had existed between the medical 
and legal professions, recalled the effort of the Manchester 
Medico-Ethical Society to improve matters by arranging 
discussions on such topics as “ Where Law and Medicine 
Meet” and “ The Doctor and the Law.” Dr. Ainsworth 
Mitchell, proposing a toast to the new society, spoke of 
the removal of barriers that arose because of technical 
differences and the use of jargon. There was still a 
lingering tradition that technical witnesses must use terms 
unintelligible to the lawyers. Mr. Justice Singleton, in 
his reply, enlarged upon the same theme. Law had been 
defined, he said, as “the absolute justice of the State 
enlightened by the perfect reason of the State.” How 
could perfect reason be obtained in medical questions 
unless the parties understood each other’s position? Co- 
operation in insanity cases offered great advantage, and 
on the question of compensation for injuries much could 
be done by collaboration. If the medical profession could 
approach something like a standard of damages for the 
loss of a leg for the working man earning three to four 
pounds a week the legal proiession would not have much 
hesitation in accepting it. 


NATIONAL HOSPITAL, QUEEN SQUARE 
FESTIVAL DINNER AT MANSION HOUSE 


A brilliant company, which included the Duke of Kent, 
Prince and Princess Chichibu of Japan, several of the 
Indian princes present in London for the Coronation, and 
the French and Japanese Ambassadors, assembled at the 
Mansion House on April 27 for the festival banquet of 
the National Hospital for Diseases of the Nervous 
System, and the cause of the hospital was so efiectively 
pleaded that £25,000 was raised at the tables towards the 
sum required for the completion of its new buildings in 
Queen Square. The DUKE OF KENT described the hespital 
as the oldest and largest in the world for nervous disezas?2s. 
By the nature of the work which it had carried on so well 
for nearly eighty years it had created a special claim upon 
public sympathy. The speed at which life was now lived 
exacted its toll from the reserves of nervous energy, and 
the results of strain and anxiety were found in many 
forms of iliness and in almost every home. He especially 
commended the appeal to industry: with every step 
towards science and mechanization a new source of 
nervous strain for the worker was created. The Rocke- 
feller Foundation had with characteristic generosity offered 
£120,000 for the new research department of the hospital 
(it was explained later that £60,000 of this was towards the 
cost of the new building and £60,000 for endowment), 
conditional upon a similar sum being raised on this side. 
The appeal was supported by Sir WALTER MONCKION, 
K.C., who said that the hospital treated 1,500 in-patients 
every year, had 300 out-patient attendances almost every 
day, and that during the last ten years more than 4,000 
medical men and women from every university with a 
medical faculty had attended at Queen Square for siudy 
and research. New buildings were projected for a teaching 
school, pathological and research departments, and 
surgical unit, the cost of which would be about £135,000, 
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and when these were completed the necessity would imme- 
diately arise for a new nurses’ home at a cost of £75,000. 
An overdraft of £30,000 on maintenance account had also 
to be extinguished, so that the total liability was £240,000, 
about half of which sum was in sight. 

The Eart OF ATHLONE congratulated the medical staff 
on what they had succeeded in doing in circumstances 
really detrimental to the effective treatment of patients 
suffering from nervous diseases. With the lack of up-to- 
date accommodation it had been necessary to take over 
some old houses, until portions of the hospital looked like 
a rabbit warren. Building operations had begun, and 
steady progress was being made, but the great anxiety at 
the moment was to ensure the nurses’ home, the comple- 
tion of which should synchronize with that of the other 
buildings if the hospital was to do its work effectively. 

Lord Horper, responding for the guests to the toast of 
their health, said that throughout his professional career 
he had always regarded the National Hospital as the 
premier institution of neurology. It was sufficient to say 
that in its annals were the names of Hughlings Jackson, 
William Gowers, David Ferrier, and Victor Horsley. The 
chairman of the hospital, Captain H. W. STyYLes, in 
thanking the Lord Mayor (Sir George Broadbridge) for 
presiding and for the hospitality of the Mansion House, 
mentioned that seventy-seven years ago when the hospital 
started it was due principally to the Lord Mayor of that 
time, and the Mansion House might be said to be the 
birthplace of the hospital. 

During the evening a film was projected showing scenes 
in some of the departments of the hospital, with * flash- 
backs * to London streets and workplaces, illustrating their 
hurry and tension as being the conditions which created 
the hospital’s cases. It was stated that the exhibition of 
this film had already brought in £18,000 in small sums 
from picture theatre audiences. 


Medical Notes in Parliament 





On April 21 the House of Lords read a third time the 
Edinburgh Royal Maternity and Simpson Memorial 
Hospital Order Confirmation Bill, and sent it to the House 
of Commons. The Hydrogen Cyanide (Fumigation) Bill 
passed through committee in the House of Lords on 
April 22, one minor amendment being made. On_ the 
same day a Bill “to make provision for the removal of 
the Royal National Hospital for Rheumatic Diseases 
Bath ~ to a new site in the City of Bath was passed. 

The Report on the Investigation Conducted into 
Maternal Mortality at the instance of the Ministry of 
Health and a Report on Maternal Mortality in Wales 
were presented to both Houses of Parliament on April 22. 
On the same day Public Health (Imported Food) Regula- 
tions, dated April 16 and made by the Minister of Health 
under the Public Health (Regulations as to Food) Act, 
1907, were presented to Parliament. 

The House of Commons will adjourn for the Coronation 
and Whitsuntide from May 6 to May 24. 

The House agreed on April 21 to amendments made by 
the House of Lords in the Education (Deaf Children) Bill. 
On April 27 the House debated the Budget Resolutions 
on report. The resolutions dealing with income tax were 
approved, and Mr. Neville Chamberlain sketched out 
projected modifications of the National Defence Contribu- 
tion. The Special Areas (Amendment) Bill was read a 
third time by the House of Commons on April 26. 

Consideration of the Widows’, Orphans’, and Old Age 
Contributory Pensions (Voluntary Contributors) Bill was 
concluded by the Standing Committee of the House of 


MEDICAL NOTES IN PARLIAMENT 


Tue BritIsH 
MEDICAL JOURNAL 





Commons on April 27. The Bill as amended was ordered 
to be reported to the House. 

The Report and Minutes of Evidence of the Select 
Committee on Medicine Stamp Duties and the Report of 
the Commissioners of Prisons and the Directors of Convict 
Prisons, including the Report of the Medical Committee, 
were issued this week. 


Sterilization in Hereditary Mental Deficiency 


As briefly reported in these columns (April 17, p. 841) 
Wing Commander JAMES, on the motion that the House of 
Commons should go into Committee of Supply on the Civil 
Estimates, moved an amendment to the effect that the Govern- 
ment should give further consideration to the question of 
voluntary sterilization for hereditary defectives. He ‘quoted 
the following paragraph from the report of the Committee on 
Scottish Health Services which, he said, put the whole matter 
in a nutshell: 


“In considering what measures should be taken to improve 
the health of the people we have to take into account at the 
outset the question of heredity. Physical and mental capacity 
has a basis in inheritance, and some people therefore, because 
of their hereditary constitution, will be less fit, physically and 
mentally, than others, no matter what is done by way of 
medical care and improvement of environmental and other 
conditions.” 

It would be out of order for him that day to propose 
legislation to implement the recommendations in the report. 
All he could do was to invite the Minister to give his attention 
to the need for further research into the problem of genetics, 
The fact that his amendment was not completely in agreement 
with the recommendations of the Brock report was not because 
he disagreed with any of them, or would in any respect depart 
from them, but was merely a matter of technical form. 
Mental deficiency, which covered the largest number of people 
concerned, had generally, in varying degrees, a basis in 
heredity. There was a great deal of published evidence on 
this matter, some of it reliable and much of it unreliable, but 
a specific piece of accurate research was quoted in the report 
of the Departmental Committee. There were other forms of 
hereditary disability, notably some torms of blindness. 

A very comprehensive survey of this important subject was 
made and published in the report of the Brock Committee. 
Most of the opposition to the idea of sterilization came from 
people who had not read that report. The Brock Committee 
agreed with the findings of a previous committee, which 
reported in 1929 that there were in England and Wales about 
300.000 defectives, and they gave as their opinion that of these 
300.000 approximately 200,000 were fit for community life, 
their degree of deficiency or defect not justifying their being 
retained in any form of institution. At present a very much 
smaller proportion than one-third were in institutions ofr 
under care. In January. 1936, the London County Council 
stated in a report that the London County Council Hospitals 
Committee was responsible for the care of 27,730 persons of 
both sexes, that since 1920 there had been an average annual 
increase of 603, and that during the next few years they 
anticipated a net annual average increase of 560 in the number 
of persons for whom accommodation would have to be pro- 
vided. The expenditure on such cases by the London County 
Council during the last financial year was £1.698.633. There 
was an enormous total expenditure in connexion with this 
problem. He did not suggest that if sterilization was iegalized 
it would be an economy. In the long run there might be an 
economy, but it was not from the point of view of economy 
that the Brock Committee recommended sterilization, or that 
anyone else should consider the problem. All he suggested 
was that there was an enormous expenditure which, if any 
part of it could be diverted to other channels and other 
social services, would benefit the community as a “whole. Any 
member who had not been over a mental hospital ought to 
do so. He would get a very vivid picture of the great misery 
which afflicted so many people. The hospitals were extra- 
ordinarily well and sympathetically run, and the treatment 
given was splendid, but one saw the number of unfortunate 
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people who were condemned, largely through hereditary 
causes, not only to lead miserable lives themselves, but to be 
a source of great misery to their families. 


BROCK COMMITTEE'S RECOMMENDATIONS 

The Brock Committee recommended that, subject to certain 
safeguards, voluntary sterilization should be legalized where 
a person was mentally defective or had suffered from mental 
disorder ; where a person suffered from or was believed to be 
a carrier of grave physical disability which had been shown to 
be transmissible: and where a person was believed to be 
likely to transmit mental disorder or defects. The Committee 
recommended that before sterilization was sanctioned in the 
case of a mental defective care should be taken to test his or 
her fitness for community life, and that such a person should 
receive adequate supervision. The Central Association for 

fental Welfare looked after persons who had been in institu- 
tions and had gone back to their homes, or persons who 
needed assistance and help. That body had vast experience, 
and it actively supported the suggestion that sterilization 
should be legalized. Its members pointed out that if the fear 
of parenthood could be removed it would greatly ease the 
mental condition of many defectives. 


A point in opposition te this proposal was that the existence 
in the community of persons who had been sterilized would 
lead to a lowering of the standard of morality. That point 
was examined and answered by the Brock Committee. It had 
been examined and reported upon elsewhere, and so far he 
had not heard any evidence adduced in support of it. There 
was still a great deal of misunderstanding about the nature 
of the sterilizing operation. Any doctor would confirm the 
statement that the operation was very simple, and. in the case 
of a male. trivial. It had no effect whatever on the normal 
ordinary life of the individual. It had nothing in common 
with any of the operations used for the removal of any gland; 
it in no way affected sex life or sexual secretions. Another 
argument frequently used was that a mentally defective person 
could not have full volition. That argument, again, was 
dealt with extensively in the report. It should be remembered 
that sterilization for health reasons as opposed to eugenic 
sterilization was legal. Every vear hundreds of people in 
this country had operations performed for reasons of their 
own health. Most frequently these operations were in women 
likely to be endangered by child-bearing. They were volun- 
tarily sterilized, and that operation was legal. Thus the 
curious anomaly existed that whereas it was legal for a man 
Or a Woman to be sterilized, even in a public general hospital, 
if his or her own life was in danger, it was illegal for such 
a person to be sterilized in the interests of posterity. 


THE MENTAL DEFECTIVE’S VOLITION 

Of the 300.000 defectives estimated to be in England and 
Wales, 200,000 at least conducted their lives in the ordinary 
way as members of the community, and for all other purposes 
save this were held to have volition. Their volition, however, 
was sometimes denied in the arguments which were put 
forward on this particular score. Mental disorder implied 
that a person was in possession of full mental capacity, but 
suffered from a disturbance of the brain. Those who had 
recovered from mental disorder were held to have complete 
Volition in other respects save this, and reseaich tended 
to show that theirs was the most hereditary type of mental 
trouble. Then there were people who had disabilities, such 
as certain forms of blindness, which were hereditary. Was it 
to be said that they had not complete volition? There were 
also carriers, persons who, being themselves sound, came from 
Stocks so tainted that it could be said with varying degrees 
of assurance, from moral certainty down to possibility, that 
their progeny would suffer from some cengenital trouble. In 
the last few years, since the medical profession and a large 
section of the public learned how simple, safe, and effective 
the operation was, many people were to-day upon eugenic 
grounds having themselves sterilized. : 

There was a general tendency for mental and physical 
defects to spread among the population. That was enly to be 
expected when it was remembered that our social services had 


had the effect, among others, of preserving the life of a great 
many of the weaker stocks which in earlier and less happy 
times would have been killed off by the ruthless pruning of 
Nature. The social services had expanded. All these allevia- 
ting and ameliorating factors operated without discrimination. 
and to-day many children were born and grew up who, in 
the lifetime of many members present, and certainly in the 
lifetime of their parents. would have been killed off by 
Nature’s hard hand. There was one point by which the Brock 
Committee was very much impressed, and by which anybody 
who had encountered it must be impressed. That was the 
position of the unfortunate normal child of a defective parent. 
It was perhaps one of the most telling arguments in favour of 
sterilization. Some proportion of mental deficiency was due 
to environmental causes, usually pre-natal infection. At 
present such persons, who might be described as borderline 
cases, might marry and have children. 


He hoped that the Minister of Health would be able to give 
some statement on what was being done about the research 
recommended by the Brock .Committee, and incidentally 5y 
other bodies, such as the Departmental Committee on Scottish 
Health Services of 1936. Those who advocated voluntary 
sterilization did not for a moment suggest that it was going 
to be a universal panacea or a substitute for other efforts. 
All they said was that for those who wanted it, administered 
under adequate safeguards such as were recommended by the 
Brock Committee, it would be a most important and very 
necessary weapon in the armoury of preventive medicine. 


NOTHING COMPULSORY IN THE RECOMMENDATIONS 


Sir FRANCIS ACLAND, in seconding the amendment, said that 
something ought to be done without too long delay. He 
emphasized a point implicit in the whole campaign for 
voluntary sterilization on the lines of the Brock Report— 
namely, that it was the very reverse and antithesis of the whole 
idea of anything compulsory. The proposal was not that any- 
one could go and get himself or herself sterilized, but that 
there must be very careful inquiry and certification by two 
doctors who were both specially approved for the purpose, 
with an expert Ministry of Health Committee in the back- 
ground in case the Minister's advisers were not satisfied with 
the medical reports and certificates. That had this importance, 
that in three out of four classes who would be entitled to 
apply for voluntary sterilization under the Brock Report the 
certificates could only be given if the practitioner was satisfied 
that the person applying was suffering or had suffered from 
disability or disorder deemed to be inheritable, or was a 
person deemed to be likely to transmit defectiveness or dis- 
order or great disability to a subsequent generation. No really 
honest opinion with regard to that could be formed—and it 
was intended that these opinions should be honest and careful 
opinions—unless practitioners concerned had had access to the 
family histories of both of the past generations and of the 
collaterals of the person concerned. No one would give 
information with regard to people of another generation if 
there was any possibility that as a result of such information 
a person might be sought out and compulsorily sterilized. 
Therefore the whole machinery on which voluntary steriliza- 
tion rested, which depended on the care and conscientiousness 
and thoroughness of these reports, would be brought to naught 
immediately any system of compulsory sterilization was intro- 
duced. 

The law as to sterilization of persons who were in their 
right mind at the time they applied for the operation was 
uncertain, and a considerable majority of those might come 
under the Bill. Sterilization was believed to be legal if there 
were good eugenic reasons for it, and if the proper consents 
had been obtained. But the doubt meant in practice that 
persons who had the means to consult a private physician and 
to employ a private surgeon could get the operation done, but 
those whose means were limited so that they would be com- 
pelled to go to a hospital could not. They of course were 
just the people who, because of the narrow compass of their 
homes and housing and sleeping accommodation, found lifelong 
and invariable self-control in the married state particularly 
difficult and almost impossible. 
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Mr. LOGAN said it had been stated that people in possession 
of their faculties would not apply for sterilization. Therefore 
the amendment could not work, because people in the posses- 
sion of their faculties, if they would not apply, were the very 
people who would not be considered mentally defective. If 
they had not got their senses it could not be voluntary, for 
they would not know what they were applying for. 

Captain GUNSTON said that the Brock Committee reported 
that “the children of parents one or both of whom are 
mentally defective are, on the average, below the normal. and 
our inguiry shows that nearly one-third of such children as 
survived are likely to be defective, and more than two-fifths 
must be expected to exhibit some degree of abnormality.” In 
the face of evidence like that it could not be said that we 
ought not to take measures to reduce the number of mental 
Geleciives born into the world. The Brock Committee came 
to the conclusion that though it might be difficult to trace 
antecedents valuable information might be obtained by finding 
out the proportion of mental defectives and subnormal children 
coming from mentally deficient parents. The result of the 
investigation was startling. Out of 8.800 cases investigated 
2.000 children died at a very early age, which indicated some 
direct connexion between infant mortality and mental de- 
ficiency on the part of the parents. The remainder were 
divided initio age groups of those between 7 and 13 and those 
over 13, and it was found that no less than 40 per cent. of the 
children still living were subnormal. When it was remembered 
that 22 per cent. of the children had already died it would 
be seen that the proportion of subnormal children was high, 
so high that the House could not regard the situation with 
complacency. When it was realized what normal or abnormal 
children born of abnormal parents must go through, surely 
it was not asking very much to advocate that sterilization 
should be permissible. 

GOVERNMENT REPLY 

Sir KINGSLEY Woop said that an allegation had been made 
that there had been an increase in the number of defectives 
in this country. Of course it should be borne in mind that 
the number of defectives under care increased as the general 
population increased and as the local authorities became more 
efficient in ascertaining the existence of defectives, but it could 
be said with authority that there was no proof that the 
incidence of mental deficiency in this country was rising. 
Members would appreciate the importance, apart from the 
merits of the case, of taking pubiic opinion wholly with them. 
Sterilization laws were in operation in several of the United 
States, but in some little use had been made of them. 
In certain cases the law appeared to have been enacted without 
any money being provided, but the real explanation of failure 
in other cases was probably that the enthusiasm of small 
groups secured the passage of legislation for which there was 
no general demand and no sufficient backing of public opinion. 

One or two Members had made observations which would 
lead one to think that in certain cases the treatment of people 
who unhappily suffered from mental deficiency was—one ex- 
pression used—* very horrible.” He must testify, however, to 
the increasing provision, care, forethought, and kindness dis- 
played in these institutions. He would not like it to go out 
that there was anything else but the utmost consideration 
shown and large sums of money spent to see that reasonable 
care and treatment were given. A great deal of research was 
being done in this country. For instance, only in 1934, in 
consultation with the Board of Control, the Medical Research 
Council appointed a new committee to advise and assist them 
in promoting research into mental disorders. Another com- 
mittee, of equal importance, had also been appointed by the 
Medical Research Council, a committee on human genetics ; 
in spite of the advances made in the biological study of 
heredity and the application of the results, it was felt that the 
study of human genetics had been relatively neglected. Under 
the aegis of this latter committee some very interesting re- 
searches were now being carried out at the Royal Eastern 
Counties Institution at Colchester by Dr. Penrose and _ his 
colleagues, and an important examination of the hereditary 
characteristics in the blood of mental defectives and their 
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families was now being made by Professor Fisher and Dr. 
Taylor of the Galton Laboratory, University College, London. 
This work was being assisted by grants from the Rockefeller 
Foundation. Dr. Slater at the Maudsley Hospital, London, 
was also working on a large-scale field of inquiry into certain 
different types of mental disorder. Other work was also being 
carried on, so that it would be seen that this aspect of the 
question was not being neglected by the Government. 

Wing Commander James asked if the Minister could give an 
assurance that any funds needed for research would also be 
forthcoming from the Government? 

Sir KINGSLEY Woop said that would be a very bold under- 
taking to give without consultation with the Chancellor of the 
Exchequer, but if a question of money arose which he (the 
Minister) thought was important he would not hesitate to take 
it to the Chancellor of the Exchequer. There was no doubt 
that opinion was growing in favour of sterilization. But he 
could not disguise the fact that opposition still remained, and 
there was much conflict of opinion, particularly on religious 
grounds. The medical profession was by no means unanimous 
oa the matter. If one asked even the medical men that one 
knew in one’s private circle there was not a great deal of 
unanimity of opinion. Resolutions of certain learned colleges 
had been quoted, but he very much questioned whether one 
would get anything like unanimity from the British Medical 
Association. 

Mr. THURTLE asked if it was not a fact that on most matters 
one could not get unanimity in the medical profession. The 
MINISTER replied there were always small minorities, and 
one dealt with them as best one could, but there would be 
found, he thought, in the British Medical Association a pretty 
steady and strong view on most medical matters of the day. 
He was endeavouring to put fairly the other side of the ques- 
tion, and he doubted very much whether they would get a 
strong vote as would justify a Bill being promoted at this 
moment. Kt was desirable that ample time should be given 
for consideration and to get public opinion developed as he 
believed it was developing. 

Wing Commander James then withdrew his amendment. 


Expenditure on School Medical Inspection and Treatment 


Mr. OLIVER STANLEY, replying to Mr. Riley on April 12, 
said it was not possible to separate the expenditure of local 
education authorities on the medical treatment of school 
children from their expenditure on medical inspection. The 
net expenditure on the medical inspection and treatment of 
public elementary school children during the year ended 
March 31, 1936, was £2,188,462. of which 50 per cent. was 
met by grants from the Board of Education. The net expen- 
diture of local education authorities on the education and 
treatment of children in special schools during the year ended 
March 31, 1936, was £2,110,693, of which 50 per cent. was 
met by grants from the Board of Education, which also paid 
grants amounting to £38,034 directly to certain special schools 
provided by voluntary bodies. The _ figures, however, 
included expenditure on schools for blind, deaf, and mentally 
defective children, where the expenditure on medical treatment 
was comparatively small. Expenditure on sanatorium schools 
for children suffering from tuberculosis was not included, as 
such expenditure was incurred by the tuberculosis authority 
and not by the local education authority. and_ grant 
in respect of it was not paid by the Board of Education. 
During the year ended March 31, 1936, the average attendance 
of children sent to special schools by local education author- 
ities was 38,939. In schools for physically defective children 
as distinguished from schools for blind, deaf, mentally defec- 
tive, or epileptic children, the average attendance of children 
sent by local education authorities was 19,769. 


Sale of Methylated Spirits in Scotland 


The Methylated Spirits (Scotland) Bill, the object of which is 
to control the sale in Scotland of methylated spirits and of 
methylated spirits in admixture, was considered by a Standing 
Committee of the House of Commons on April 13. Mr. 
HARDIE moved an amendment to prohibit the retail sale of 
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methylated spirits unless under all the conditions laid down by 
Act of Parliament for the sale of poisons as scheduled in the 
No. 1 List of Poisons. Bulk quantities would have to be 
signed for in the same way. He said that the proposal in 
the Bill, that the retail sellers should be registered with the 
local authority and that purchasers should sign a_ book, 
would not have the desired effect of stopping the evil. There 
would not be the same difficulty with other “ dope” taken by 
people with plenty of money, because ships arriving from 
abroad were inspected at the ports for “dope.” Miss 
HoRSBRUGH, who was in charge of the Bill, asked Mr. Hardie 
not to press the amendment. The Bill was only the starting- 
point. and it was impossible to go as far at present as the 
amendment would take them. The amendment was _ with- 
drawn. 

Mr. WeEsTwoop moved an amendment to ensure that the 
restrictions in the Bill should apply to surgical spirit as well 
as to methylated spirits. Lieut.-Colonel Moore said that 
owing to the smell of methylated spirits surgical spirit was 
ousting it as a drink, and a new bath essence was proving 
almost as seductive. Mr. JOHNSTON said that addicts. by 
shaking a little milk on top of eau de Cologne, could obtain 
a drinkable spirit more readily and cheaply than by purchas- 
ing methylated spirits. The amendment was agreed to. 


Combating Overcrowding in Scotland 


On April 13 Mr. MAxTon asked the Secretary of State for 
Scotland if he could state what progress had been made since 
the passing of the Housing Act, 1935, in combating the 
problem of overcrowding in Scotland, and in how many places 
had the appointed day been fixed. Mr. ELLior said that since 
the passing of the Act tenders had been approved for 36,012 
houses, and 24,377 houses had been completed. These houses 
were not specifically approved for subsidy purposes under 
either the Acts of 1930 or 1935, but, under arrangements 
designed to secure that the most economical use was made 
of the new accommodation, they were used for slum clearance 
or overcrowding purposes as local circumstances or 
needs might dictate. There was no record of the number 
of families actually removed from overcrowded houses before 
April 1, 1936, but from that date to February 28, 1937, 6.444 
families living in overcrowded conditions were rehoused. The 
appointed day under the Housing (Scotland) Act, 1935, had so 
far been fixed only for the Dysart Ward of the Burgh of 
Kirkcaldy. The date fixed in this instance was May 15 next. 


Control of Hydrogen Cyanide 


Lord DUFFERIN, in the House of Lords on April 14. moved 
the second reading of the Hydrogen Cyanide (Fumigation) Bill. 
He said it had received a second reading in the House of 
Lords less than a year ago, and its purpose was to regulate 
the use of hydrogen cyanide. This was most efficacious for 
exterminating bugs and other vermin and the pests that preyed 
on the vegetable world, but it was extremely dangerous. A 
very small quantity was fatal, and the victim was usually dead 
before he had any warning. Fatalities had occurred, and the 
Government was convinced that statutory powers were neces- 
sary to protect the public. The Bill conferred power to make 
regulations to control dangerous methods of generating the 
gas, to control or prevent inexpert operation of it, to control 
the disposal of residues, and to regulate the use of premises 
during and after fumigation by the gas. Fumigation of rabbit 
warrens and fumigation carried out in the open air, where 
there was little danger, were specifically exempted from the 
Bill, Every interest would be consulted by the Home Office 
before the regulations were decided upon, and the proposed 
Tegulations would be open to inspection for forty days. The 
Bill had its counterpart in almost every country in Europe, 
and if passed would save many lives. 

The Bill was read a second time without a division and sent 
to a committee of the whole House. 


Scottish Maternity Services Bill 


The Maternity Services (Scotland) Bill, as amended in Stand- 


Ing Committee, was considered on report by the House of 
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Commons on April 15. Mr. LEONARD moved a new clause 
(Panel of Registered Medical Practitioners) as follows: 

It shall be lawful for a local authority, in consultation 
with the local organization of registered medical practi- 
tioners as referred to in Subsection (5) of Section 1 of this 
Act, to publish annually a panel of registered medical 
practitioners for the purposes of Section 22 to the Midwives 
(Scotland) Act, 1915, such panel to consist of registered 
medical practitioners regularly practising midwifery and to 
be made available to all certified midwives practising within 
the area of the local authority. 

Mr. WALTER ELLIoT said he had every sympathy with the 
Object of the clause. The schemes under the Bill would make 
provision for the midwives to know where were the practi- 
tioners and the specialists. The schemes would cover 80 per 
cent. of the confinements in Scotland, and the other 20 per 
cent. would be those of the well-to-do, who had their own 
doctors and were in touch with obstetric specialists. It would 
not be left to the midwives to pick a doctor from a casual 
list of practitioners. It would be the duty of the midwife to 
work with the woman’s own medical attendant, and if she did 
not know where the medical attendant was, or where, in his 
absence, some other practitioner could be found, then she 
would be at fault under the new schemes. Mr. LEONARD 
withdrew the proposed new clause. 


On Clause 1 (Provision of Maternity Services) Mr. ELLior 
moved to insert an amendment to provide that medical schocls 
and midwifery training bodies should have an opportunity to 
make representations on the schemes proposed. The amend- 
ment and further minor ones were agreed to. Small amend- 
ments, resulting from the delay in the passing of the Bill, 
were made in Clause 4 (Compensation to Midwives Ceasing 
or Required to Cease Practise). 


On Clause 6 (Prohibition of Unqualified Acting as Maternity 
Nurses for Gain) Mr. Westwoop moved to provide that 
persons attending confinements under the Act should have 
undergone at least three years’ training. He said it was un- 
satisfactory for it to be possible, as under the clause at present, 
for a young medical student just entering his studies or for 
a nurse just starting on her training to be able to take control 
of a case. 

Mr. ELLioT said that neither medical students nor pupil 
midwives could now undertake a domiciliary case until they 
had had a complete theoretical course and adequate practical 
instruction, including the delivery of women in labour under 
qualified supervision in an institution. The existing safeguards 
went further than the proposed amendment. Under the rules 
of the General Medical Council no medical student might 
undertake practical midwifery until the last term of the fourth 
year of his curriculum. He undertook, when scrutinizing 
schemes prepared by local authorities under the Bill, to ensure 
that no danger arose of medical students going out to cases 
earlier than that period. He was certain the General Medical 
Council had no intention of relaxing the rules, but he did 
not wish to put the matter into the statute or to make it too 
rigid. 

Mr. Westwoop withdrew his amendment, and moved a 
subsequent one to provide that a nurse attending a case should 
have undergone at least two years’ training with a view to 
becoming a midwife. Mr. ELtior said this amendment dealt 
with a subordinate who would not regard herself as being in 
charge of a case. A midwife could rightly put responsibility 
on the medical practitioner, and if she found herself in diffi- 
culty was expected to call in a doctor. The full course of the 
midwives’ curriculum under the rules of the Central Midwives 
Board extended over only twelve months, and the amendment 
would not be possible in practice. That Board contemplated 
an extended period of training, but not to the extent which 
would make the am idment practicable. It would te difficult 
for the House to amend by statute the rules of the Central 
Midwives Board, but he would see that untrained persons cid 
not get the opportunity of experimenting on those for whom 
the House was passing this measure. 

The amendment was withdrawn, and on the motion of Mr. 
ELLior three small amendments were made in later sections 
of the Bill without discussion. The Bill was read a third time. 
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Mortuary Provision 


Mr. Cecil WiLson asked on April 22 how many local 
authorities, other than those of county boroughs, had _ pro- 
vided mortuaries, as empowered by Section 143 of the Public 
Health Act of 1875, and how many had not made any such 
provision. Sir KINGSLEY Woop said he had no complete in- 
formation, but since April 1, 1920, loans had been sanctioned 
by the Ministry of Health for the provision of mortuaries by 
sixty-three local authorities other than county boroughs. 

Answering Mr. Wilson on the same day Sir JOHN SIMON 
said that excluding the City of London, the County of London, 
and county boroughs forming complete coroners’ districts, 
10,274 post-mortem examinations were directed or requested 
by coroners. He had no information on how many of these 
examinations took place in hospitals. in mortuary premises, 
and in other places. He did not know that on a recent 
occasion there was no fit place for a post-mortem examination 
and that it was held on the village green. 


Capitation Fee Tribunal 


In the House of Commons on April 26 Mr. Ruys Davies 
asked the Minister of Health the terms of reference and the 
personnel of the tribunal to inquire into the fees paid to panel 
doctors under the national health msurance scheme. Mr. 
HupsoN replied that the arrangements for the inquiry were 
not quite complete. 


Poole Corporation Bill and Pasteurization 


In the House of Lords, on April 27, Lord Marks moved 
the second reading of the Poole Corporation Bill, which was 
agreed to. Lord CRANWORTH then moved an instruction to 
the committee which will consider the Bill to delete Ciause 21, 
which relates to by-laws “as to pasteurization, etc., of milk.” 
He said that the Poole Corporation admitted that this clause 
was included in the Bill because of the recent outbreak of 
typhoid at Bournemouth. This was panic legislation. 
Viscount HALIFAX said that the health of the people must be 
the first and last consideration, and the question of vested 
interests did not arise. The Bill was not opposed on petitions, 
but he understood it was the intention of the Chairman of 
Standing Committees to refer the Bill to a Select Committee 
of the House in order that the proposals as to pasteurization 
might be examined. In the Government’s view such an 
inquiry would be unsatisfactory and probably inconclusive. 
It ought not to be held in connexion with any particular 
locality ; the question must and could only be considered 
as a general one affecting the country as a whole. In the 
circumstances the. Government had reviewed the whole 
matter, and he was authorized to announce that it was its 
intention to bring forward long-term legislation dealing with 
milk policy generally in the near future. In this connexion 
the Government would examine the question of pasteurization 
in the light of all the evidence that was available. He sup- 
ported Lord Cranworth’s motion. 

Lord DAWSON OF PENN said that the Poole experiment 
would have been a very valuable one, but they were obliged 
to be influenced by the question of cost. If it was to be 
such a costly matter he could see the force of the argument 
for waiting for a general measure. But no indication had 
been given how long it would be before that general measure 
came into operation. There was an overwhelming body of 
evidence in every civilized country that pasteurization was an 
efficient means of preventing the continuance of certain 
infectious diseases. The mortality from tuberculosis had 
declined, but there had not been so much improvement in 
regard to the bovine type of infection as in regard to the 
human form of infection. 

Lord Cranworth’s motion was agreed to. 


Sickness and the Drug Fund.—Colonel Ropner, on April 13, 
asked the Minister of Health whether, in view of the incidence 
of sickness during the early months of the present year, he 
proposed to make special provisions to ensure that the Drug 
Fund should be able, at the eid of the year, to meet in full 
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its liabilities to chemists and bodies corporate dispensing under 
the National Health Insurance Acts. Mr. HUDSON answered 
that as the Drug Fund related to the calendar year it would be 
premature at this stage to estimate the extent, if any, to 
which payment of the chemists’ accounts would be affected 
by the sickness experience early in the year. The Minister 
of Health undertook at the time at which the present agree- 
ment with the chemists was made to consider representations 
regarding any abnormal deficit in the Fund. 


Drunkenness Alleged from British Wines——Mr. Lees-JOoneEs, 
on April 19, asked the Home Secretary if his attention had 
been drawn to the result of the investigation which the 
Manchester licensing magistrates had made on the subject of 
drunkenness caused through British wines; and whether he 
would take steps to mitigate this cause of drunkenness. Mr. 
GEOFFREY LLOyD replied that the Home Secretary had received 
from the Manchester licensing justices a copy of a speech 
by their chairman, in which reference was made to certain 
cases of drunkenness treated at the Manchester Royal Infir- 
mary last Christmas. The Home Secretary understood that 
these cases were not attributed to the drinking of British 
wine, but he was making further inquiry. 


Electro-filters and Poisonous Smokes——On April 19 Mr. 
Lioyp informed Mr. Parker that the possibility of employing 
electro-filters as a protection against poisonous smokes had 
been considered. This method involved practical complica- 
tions, and satisfactory protection could be provided by simpler 
and cheaper methods. 

Grants to Scottish Universities: Inquiry Committee.— 
Answering Mr. Alexander Morrison on April 20. Mr. ft: oF 
said he had decided to appoint a committee in terms of Section 
16 (1) (4) of the Education (Scotland) Act, 1908, to inquire into 
the application made by the University Courts of the Univer- 
sities of Scotland for the payment from the Education (Scot- 
land) Fund of sums in respect of yearly maintenance expen- 
diture, and to advise him as to the sums, if any, which should 
be paid to them. The chairman of the committee would be 
Lord Alness, and Sir Arthur Rose and Sir George Macdonald 
would be the other members. 

Infant Mortality —Sir KINGSLEY Woop, answering Mr. Will 
Thorne on April 22, said that for 1935, the last year for which 
separate figures were available, the mortality rates of infants 
under | year per 1,000 live births were: Letchworth U.D., 
17; England, 56; Wales (including Monmouth), 63.  Letch- 
worth was a small unit, the total births there being 200 or less 
each year. During the past five years the infantile mortality 
rate there had been 17.62 per 1,000 births. 


Birching at Doncaster Court.—Sir JOHN SIMON told Mr. 
Alfred Short on April 22 and on April 7 the justices in the 
West Riding Juvenile Court, Doncaster, ordered nine boys 
to receive three strokes of the birth. Eight were birched on 
that day; a medical officer certified that a ninth was unfit 
for the punishment. As he had decided to appoint a 
Committee to consider the question further action on his part 
was not required. 

Blood Transfusion in the Army.——QOn April 27 Mr. 
WS5KEFIELD asked the Secretary of Siate for War what supplies, 
if any, were available of human blood suitable for transfusion, 
grouped and bacteriologically tested, for large-scale emer- 
gency treatment. Mr. Durr Cooper replied that the Army 
policy was not to store blood for large-scale transfusion, as 
the period for which this could be done was very limited. 
Each military formation had a number of donors grouped and 
tested who were available for this service. 


Provision of Canteens in Schools-——Mr. OLiveR STANLEY 
stated on April 22 that he had drawn the attention of local 
authorities to the desirability of providing school canteens at 
schools where children came from a distance. In considering 
plans for new senior schools this point was always borne in 
mind. He would also consider any proposals by local authori- 
ties to make arrangements for school dinners in schools where 
children did not come from a distance, but was not prepared 
to require the provision of canteens in all new senior and 
junior schools. 
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Maternal Mortality Report 


The report on maternal mortality in England was issued 
by the Ministry of Health on April 28 (Cmd. 5422. 
H.M. Stationery Office, Ss. 6d.). It finds that the factors in 
the problem cannot be separately assessed. There is no 
necessary relation between maternal mortality and housing 
conditions. The report advises local authorities to secure 
team-work between health visitors, midwives, and doctors, 
and Sir Kingsley Wood is making suggestions for this purpose, 
and observations are made on the ill effect of haste and too 
early use of instruments in confinements. The report says 
that every doctor who does midwifery cases under local 
authorities’ schemes should be experienced and _ actively 
engaged in such work, have enough time for unhurried work, 
and be ready to co-operate with the local authorities’ own 
officers. Every local scheme should provide specialist con- 
sultants, and Sir Kingsley Wood is urging local authorities to 
arrange for “flying squads” of skilled hospital staffs to be 
brought to the patient where she cannot be moved to hospital 
without risk to life. The report finds that attempted abortion 
is probably increasing, and Mr. Norman Birkett, K.C., will 
act as chairman of a Departmental Committee to be set up 
at Once to inquire what can be done to reduce mortality from 
this cause. The report suggests further research into the 
influence of diet on child-bearing, and the Minister is tn 
touch with the Medical Research Council on the subject. 
A similar report is made in regard to Wales. 


Medical News 





As the House of the British Medical Association (in- 
cluding the Library) will be closed on Coronation Day 
(Wednesday, May 12) all editorial communications and 
advertisements intended for the issue of the British 
Medical Journal of May 15 should reach the Editor and 
the Financial Secretary and Business Manager respectively 
by Monday, May 10, at the latest. The House of the 
Association will also be closed for the Whitsun holiday 
from 6 p.m. on Friday, May 14, to 9 a.m. on Tuesday, 
May I8 (Library 10 a.m.). 

To celebrate the Coronation a reception will be given at 
the Royal Society of Medicine on Monday, May 10, at 
8.30 p.m., when films will be shown and _ interesting 
exhibits provided. The object of the reception § is 
primarily to entertain medical men and their wives from 
Over-seas who are in London for the Coronation. As 
accommodation is limited and as first call for tickets is 
with the guests of the Society there will be only a few 
tickets available for Fellows and their wives. Those 
Fellows desirous of attending should communicate with 
the secretary not later than May 3, when a ballot for the 
remaining tickets will be hel Applications are limited 
to two tickets. 

The London Jewish Hospital Medical Society has arranged 
a symposium on * Modern Aspects on the Diagnosis and 
Treatment of Gastric Ulcer,” which will take place at the 
hospital, Stepney Green, E., on Thursday, May 6, and 
will be opened by Dr. D. T. Davies, Professor G. Grey 
Turner, and Dr. H. Graham Hodgson. The president, 
Mr. Arnold Sorsby, will take the chair, and tea will be 
Served at 3.15 p.m. 


_A general discussion on “ Reform of Medical Educa- 
tion,” promoted by the Edinburgh University Debates 
Committee, consisting of representatives of the Students’ 
Representative Council, the University Union, and the 
University Women’s Union, wiil be held in the University 
Unicn, Edinburgh, on Thursday, May 6, at 8 p.m. The 
Opening speakers are Sir Francis Fremantle, M.D., M.P., 
Chairman of the Parliamentary Group, House of Com- 
Mens : Dr. G. O. Barber, Dunmore, Essex ; and Professor 
Sydney Smith, M.D., Dean of the Faculty, Edinburgh 
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University. Miss Agnes MacLaren, president of the 
Women’s Unicn, will take the chair, and the summing 
up of the discussion will be in the hands of Dr. Chalmers 
Watson, Edinburgh. 


The University College (late Queen’s College), Galway, 
North of England, and Midlands Alumni Association will 
hold its eleventh annual medical reunicn at the Midland 
Hotei, Peter Street, Manchester, on Saturday, May 8, at 
7.30 p.m., followed by dinner at 8 p.m. The subscription 
is One guinea, which includes the dinner, cost of organiza- 
tion, printing, etc., and all Galway graduates are invited. 
The president of University College, Galway, Monsignor 
Hynes, D.D., will be guest of honour. These who intend 
to be present are asked to notify the honorary secretary, 
Dr. P. J. Webb, 127, Rochdale Road, Harpurhey, Man- 
chester, 9. 


Professor Charles Singer will read a paper entitled 
“Medicine in Early England ” before the Listerian Society 
of King’s College Hospital, in the lecture theatre of the 
hospital, Denmark Hill, S.E., on Wednesday, May 5, at 
8.15 p.m. 


The annual meeting and luncheon of the Tavistock 
Clinic will be held at the Wharncliffe Rooms, Hotel Great 
Central, Marylebone Road, N.W., on Monday, May 3, at 
12.15 p.m., when Sir Henry Brackenbury will preside. 

A sessional meeting of the Royal Sanitary Institute will 
be held in conjunction with the Welsh Branch of the 
Society of Medical Officers of Health and the South Wales 
and Monmouthshire Branch of the Sanitary Inspectors’ 
Association in the Rolls Hall, Monmouth, on Friday, 
May 7, at 5 p.m., when there will be discussions on “ Im- 
munization in Diphtheria,” to be Gpened by Dr. W. R. 
Nash and Dr. W. Panes, and on “ The Public Health Acts, 
and their Implications in Rural Areas.” 


The Priory Church and the Hospital of St. Bartholomew 
in West Smithfield, London, E.C., both founded in a.p. 
1123, will be open to “view” during the Coronation 
period, especially to visitors from over-seas. Conducted 
parties will be met at the church first at 11 a.m. and 
2 p.m. each day from Thursday, May 7, to Friday, May 
14, excluding Sunday and Wednesday. In connexion with 
this “ viewing ” there is to be an exhibition in the Great 
Hall of the hospital, in ‘which unique documents, seals, 
and books will be shown, and stands will bear drugs from 
all parts of the British Empire and substances made from 
coal and used in medicine. Talks will also be given on 
the world-famous Hogarth paintings on the walls of the 
great staircase. 

A Clinical Society of the Royal Eye Hospital has been 
organized, and a meeting will be held on Tuesday, May 4, 
at 6 p.m., at the hospital, when Dr. T. Rowland Hill will 
read a paper on “ Neuromyelitis Optica.” iilustrated by 
cases. All medical practitioners will be welcome. Further 
particulars may be obtained from the honorary secretary, 
Mr. J. Minton, F.R.C.S., Royal Eye Hospital, Southwark. 

A meeting of the Paddington Medical Society will be 
held at Paddington Town Hall, Paddington Green, W., on 
Tuesday, May 4, at 9 p.m., when there will be an address 
by Dr. G. F. McCleary on “ The Threatened Depopula- 
tion of the British Commonwealth.” All interested are 
invited to attend. 

An exhibition of hygiene will be held in Vienna from 
the middle of May to the end of June under the patronage 
of the President of the Austrian Government. 

At the annual meeting in Droitwich of the British Spas 
Federation Alderman C. H. Hacker of Bath was elected 
chairman in succession to Alderman Kidson of Harro- 
gate, and Mr. John Hatton, spa director of Bath, was 
re-elected honorary secretary. 

Under the title of “ Hospital Medical Library Sugges- 
tions * the issue of the Journal of the American Medical 
Association for March 27, which is a hospital number, 
contains a selection of leading British and American 
journals and textbooks suitable for a hospital library. 
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QUERIES AND ANSWERS 


Achondroplasia 


“WR.” (Belfast) writes: [have under my care at the moment 
a boy of Lf vears suffering from the above. He is an only 
child, and his) parents are greatly disappointed that his 


would be 
and 


incurable. 1 
regarding causation 


condition should) be considered 
grateful) for anv suggestions 
treatment, 


Asthma Query 


*PLeN” writes from South Africa: My son, aged 4 vears, has 
been suffering from bronchial asthma since he was 2! vears 
old; the condition followed the removal of congenital 
adenoids. The attacks are experienced every four to six 
weeks, and usually follow an acute coryza. So far 1 have 
been unable to identify the offending “allergea.” which 
must be present daily to produce the constant rhinius, and 


Which ts so intensified by the advent of a cold as to cause 
an attack of asthma. Erequent investigations of the nose 
for sinusitis and of the diets have not helped 1 would be 


glad uf some reader could su ggest ad hiet free from nulk and 
cereals which will be tasty anc PPe euzing, Would an auto- 
genous vaceme or a stock anti-ca arrnal vaccine be of use 
in preventing attacks? 
lodine in Pulmonary sapien ge 

Dr. Ho AJ Murray (Exeter), in reply to Dr. \ os C. Hunt 
(Journal, April 24, vp. 900), writes: 1 sedi at Dr. Guy, 
one-time assistant MLOLH. for Edinbu rgh, Was trving this 
method of treatment about 1923, and Ll believe he intended 
to incorporate the results in a book. Again, tn 192. in 
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** (a) The fees are not allowable; they are personal 
rather than professional expenses. (b) If cost of replace- 
ment is claimed the amount allowable as an expense of 
1937 will be £265 — (say) £10 = £255—that is, the actual 
out-of-pocket expenditure ; in the circumstances it is prefer- 
able to claim the “ obsolescence” allowance, which is £285 ~ 
(say) £10 = £275 or £265, whichever is greater. 


LETTERS, NOTES, ETC. 
Kitchen Offices in Hospitals 


A Chadwick Trust Lecture on the plan and equipment of 

kitchen offices in hospitals and other institutions was given 
by Miss R. Whitaker, principal of the Gloucestershire 
Training College of Domestic Science, at the Royal Sanitary 
Institute on April 15. The lecturer referred to the astonish- 
ing effects on output which followed the application of 
scientific studies to the lay-out of factories and training 
workers. Application of the same principles to the women’s 
workshop had been unduly delayed, but it was now attract- 
ing much attention in the effort to lessen drudgery and make 
domestic work more attractive. While the principles were 
the same whether for the kitchen of the council house or 
for the great hospital or school, the result in the elimination 
of unnecessary labour. improvement in standard of output 
and of health and contentrnent of workers, was naturally 
immensely greater in the institution. The first essential 
was rational planning. based upon certain simple principles, 
which, however, usually required the aid of the expert in 
their application, since probably no two sets of conditions 
were identical, and the alteration of the position of a single 
item of apparatus might destroy the efficiency of the whole 
plan. The essentials were that raw materials should enter 
the building as near as possible to the place where they 
would be stored until they were used. Each item which was 
to form part of the meal or meals undergoing preparation 
should travel steadily forwards through the various processes 
of preparation, with no backward movements and as little 
cross-tracking of workers as possible. until finished 
product was assembled in the hot or cold closets of the 
servery. Miss Whitaker showed slides illustrative of the 
application of these principles in industry. _ of their 
contravention in the kitchens of even modern titutions, 
where the plotting of the workers’ mnaanien “produced 
wild confusions of line such as might have been made by 
a mouse in a cage. The lecture will be - rinted in full in 
the June number of Noscdoreion, the official organ of the 
International Hospital Association, publist hed at Buchschlag, 
Hessen, Germany. 
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Another Warning 


Dr. G. L. Dames (London. S.W.6) writes: : I should be glad 
to know if any of vour readers have been called upon by a 
slight. delicate-looking young man (usually wearing a bowler 
hat and a blue overcoat) who oes potentiometers to enable 
ophthalmoscopes, etc. to be from the house 
circuit. I have seen him once in the North and twice down 
here, and on the last occasion he prevailed upon me to 
pay him 10s. (plus 3s. 6g. for certain acces sories for one of 
his potentiometers, which he normally sold ‘so he said) for 
$2 15s. He told me a Story about having run out of money 









and having nothing to pay his fare home. He left no 
address, and the “ accessories ~ have never arrived. One of 
the local dectors who is also supposed to have bought 
one of these articles has tus id h fidn't. An 
electrician who dismant! : the com- 
ponents were of the ome piece of 

chrome steel” which formed the panel for the switch, etc, 
is nothing but a piece of brass. chromium plated. I was 
warned that there was 2 great msk im usimg the instrument, 
as the flex is much too thin to stand the average voltage if 
a house 

Corrigeads 

Dame Lovrse Mcliroy writes: I would be glad if vou would 
kindly correct a mistake I made im the QMUSCTIOE | 
MY paper OM surgical inferventie m odstemeal practes 
P April £7. Pp SU At the puragrupa referrmg @ 
the ‘ird Stage of OL TPC LIT of SE 2 WO wre into 
the umbelicus in some cases effects delivers of the placenta,” 
should read, ~ Injection of saline solution inte the avrbilical 

sone cases effects delivery of the placenta” 

We regret that bv a slip of the rem the mame of Miss Susaal 
Nlussorn, general seerets ef the Nantenal Counc for the 
Unmarried Mother and her Child. was imeurrectiv prea B 
& paragraph about her pamphlet Cmmurries Mother 
published Est week at page S76 
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